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ABSTRACT 
AN EVALUATION OF A TRAINING PROGRAM FOR 
A COMMUNITY BASED CANCER 
EDUCATION PROGRAM 
SEPTEMBER 1985 
Anthony J. Rigazio-Digilio, B.S., State University of New 
York at Cortland 
Ed.D., University of Massachusetts 
Directed by: Professor Robert Miltz 
Cancer is a devastating disease that has profound 
effects on our society. Educational programs designed to 
improve the self-esteem and coping styles of cancer patients 
are vitally needed. This dissertation evaluated the 
training program to supply facilitators who would implement 
the Living With Cancer: A Patient Education Program. This 
program was developed by the Massachusetts Division of the 
American Cancer Society. 
This study investigated a) to what extent did the 
training effect the specified skills, knowledge and 
attitudes deemed necessary to conduct the program, and b) 
to what extent did the training effect the locus of control 
of the volunteer trainees. 
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Theory and research drawn from the following fields 
contributed to the development and design of the Living With 
Cancer program and its subsequent training program: adult 
education methodology, social learning theory, coping 
styles, and the psycho-social response to terminal and 
life-threatening illnesses. 
The entire recruitment process included a detailed 
application and orientation phase, followed by a one day 
training session. The training format emphasized the 
practical and philosophical aspects of developing and 
implementing a community based cancer patient education 
program. Eight discrete variables of the training program 
were identified and selected for evaluations. 
Data were collected by means of a) pre- and post-tests 
that assessed the trainees understanding of the eight 
variables, b) a pre and post administration of the 
Nowicki-Strictland Locus of Control Scale, and c) a 
self-evalation form completed at the end of the training 
session as compared to a shadow control completed by four 
experts . 
Twenty-four volunteers were recruited and trained. 
Results showed strong gains in the cognitive and skill areas 
of program development, while minimal to no change was noted 
for the attitudinal areas. Significant change in the 
vi i i 
trainee's locus of control was documented while the 
self-evaluation demonstrated a more mixed picture. 
Conclusions were drawn that the recruitment program was 
successful, however, the training session failed to achieve 
all the goals of the training program. Notable 
modifications in the timing of instrumentation, the training 
format and the design of future evaluative research efforts 
were outlined. 
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CHAPTER I 
INTRODUCTION 
Statement of General Problem 
In 1980, the National Center for Health Statistics 
concluded that the total medical costs for cancer was 10.8 
billion dollars. Factoring in a yearly inflation rate of 15 
percent or more a year, the estimated economic drain on our 
society is currently in the range of 20 billion (American 
Cancer Society, 1983). This sum, as large as it may be, 
diminishes drastically in comparison to the psychosocial 
costs which cancer yearly extracts from our collective well 
being. According to the United States Vital Statistics, 
cancer ranked second only to heart disease as the leading 
cause of death in this country. Together they account for 
58.3 percent of our total mortality figure. 
This year about 450,000 people will die of cancer and 
another 900,000 persons will be informed they have cancer. 
These estimates exclude the 440,000 people who this year 
will contract non—melanoma skin cancer and the inestimable 
number who will have diagnoses of benign, cancer-type tumors 
and cells. On the average, one in three individuals now 
living will eventually have cancer, it will strike in three 
out of four American families (American Cancer Society, 
1983) . 
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Nearly every citizen, either directly or indirectly, 
will experience the medical, social, and emotional crisis 
that cancer generates (Smith, 1975). Everyone will suffer 
at some time in their life the fear, loss and psychological 
turmoil that is concomitant with the cancer diagnosis 
(Barckley, 1958; Cassileth, Zupkis, Sutton-Smith and March, 
1980; Holland, 1980; Kubler-Ross, 1969; Marino, 1976; Nohum, 
1964; Smith, 1975, Sutherland and Orback, 1953; Wood, 
Milligan, Christ and Liff, 1978). Although cancer in 
Western Society is ubiquitous, it is poorly understood and 
not properly integrated into our attitudes toward life and 
death (Kubler-Ross, 1969; Simonton, 1978; Sontag, 1978). 
The intense emotional effects of cancer on the 
individual and his/her perceived social and cultural 
environment is a relatively new region which is being 
charted by the medical (Barckley, 1970; Holland, 1980; 
Kubler-Ross, 1969; National Cancer Institute; O’Neill, 1974 
Simonton, 1978; Sutherland and Orback, 1953; and Zubrode, 
1974) human service (American Cancer Society, Degraan and 
Kazanowski, 1978; Harper, 1974; LeShan, 1977; National 
Institute of Mental Health; Smith, 1975) and academic 
communities (Combs, Avila and Purkey, 1971; Deslauriers, 
1980; Health and Human Services; Pelletier, 1977, Stewart, 
1980). Also, further issues pertaining to the family's 
emotional and structural reactions to the disease are 
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beginning to be identified and explored (Barckley, 1970; 
Block, 1984; Jaffe, 1977; Mellette; 1972; Penn, 1983). 
Unfortunately, cancer's psychological dimension is a 
problem area that can not be described in basic numerical 
compilations as the physical dimension can. The known 
physical evidence exists. There are many lists of the 
incidence rates of cancer types at various sites for each 
sex, and it is documented for each state and every country. 
The average mortality figures and survival rates for each 
group are statistically projected (Silverberg and Lubera, 
1983). Such specification, which might contribute to the 
development of a solution map, cannot be established in 
human terms as each individual and family copes in a purely 
idiosyncratic fashion (Dyk and Sutherland, 1953; 
Kubler-Ross, 1969; Penn, 1983; Simonington, 1978). 
The phenomenological experience of cancer complicates 
the complete disclosure of the medical and societal 
knowledge we so desperately need. Sutherland and Orback 
(1953) indicated that for the person with cancer the fears 
of unacceptability and of isolation can be greater sources 
of depression than fears of recurrence, and indeed that some 
patients would prefer to die rather than live and cope with 
the stigma of cancer. This reaction was further 
corroborated by Kubler-Ross (1969) who has pioneered work in 
the field of thanatology. 
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Kubler-Ross believes that patients react to terminal 
illness by passing through a five stage process as outlined 
in Figure 1. The initial stages, which some people never 
move beyond, are denial and intense anger aimed internally 
or externally or both. These estranged reactions preclude 
the non-judgemental formulation of intra-, inter-and 
transpersonal dynamics inherent in the cancer life cycle 
that could propagate new theories about prevention and 
rehabilitation, not merely of cancer but of all 
life-threatening diseases. 
FIGURE 1 
THE FIVE STAGE PROCESS OF COPING WITH A TERMINAL ILLNESS 
First Stage: Denial and Isolation 
Second Stage: Anger 
Third Stage: Bargaining 
Fourth Stage: Depression 
Fifth Stage : Acceptance 
Source: Kubler-Ross, 1969 
The National Conference on Human Values and Cancer, 
(1972) called for the development of efficacious treatment 
regimes, psychologic methodologies, counseling techniques 
and their appropriate application in our social and 
education systems that will promote a higher sense of 
personal wellness (American Cancer Society, 1978). 
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Medical and Societal Responses to Cancer 
Treatment Advances 
Of surgery, radiation therapy and chemotherapy, the 
three most widely used treatments of choice, it is surgery 
that is the oldest form of disease management. Radiology 
dates from the discovery of X-rays by the German physicist 
Wilhelm Roentgen in 1895. During the mid-1950's with the 
introduction of supervoltage equipment this form of 
treatment was revolutionized. Now deep-lying tumors are 
able to be treated with radiation (Prosnitz, 1971). In 
1944, modern chemotherapy of cancer began with the use of 
nitrogen mustard, a then secret chemical warfare agent being 
tested at Yale-New Haven Hospital. Chemotherapy in 
combination with the other two treatment regimes constitute 
todays most effective tool in the physical control of 
cancer . 
Synthesizing the statistics of the last fifty years 
Leffall (1977) stated that from the 1940’s to the 1950's 
there was an initial increase in survival rates with a 
leveling off occurring between the 1950’s and 1960’s. The 
25-year trend in cancer deaths from 1952-54 to 1977-79, as 
presented in Table 1, shows that there has been a 24 percent 
increase in the cancer death rate for males and a 7 percent 
decrease for females. Lung cancer has experienced the 
greatest increase with a 167 percent growth for males and an 
alarming 276 percent rise for females. Cancers of the 
6 
stomach, uterus, and liver have all decreased in frequency 
during this time period (American Cancer Society, 1983). 
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TABLE I 
25-YEAR TRENDS IN AGE-ADJUSTED CANCER DEATH RATES PER 
100,000 POPULATION 
Percent 
Sex Sites 1952-1954 1977-79 Changes 
Male All Sites 174.3 216.7 + 24 
Female All Sites 
- 7 
Male Bladder 7.2 7.1 * 
Female Bladder 3.1 2.1 -32 
Male Breast 0.3 0.3 * 
F emale Breast 26.0 27.0 + 4 
Male Colon & Rectum 25.9 26.2 * 
Female Colon & Rectum 24.6 19.6 -20 
Male Esophagus 4.7 5.4 + 15 
Female Esophagus 1.2 1.6 * 
Male Kidney 3.5 4.7 +34 
Female Kidney 2.1 2.2 * 
Male Leukemia 8.0 8.7 + 9 
F emale Leukemia 5.5 5.2 - 6 
Male Liver 6.3 4.8 -24 
Female Liver 7.4 3.6 -51 
Male Lung 26.6 71.0 + 167 
Female Lung 5.0 18.8 + 276 
Male Oral 5.9 5.8 * 
Female Oral 1.5 2.0 * 
Female Ovary 8.3 8.4 + 1 
Male Pancreas 8.8 11.0 + 25 
F emale Pancreas 5.7 7.1 + 25 
Male Prostate 21.5 23.7 + 10 
Male Skin 3.1 3.5 
* 
& 
Female Skin 1.9 1.9 
T 
Male Stomach 22.1 9.1 -59 
Female Stomach 11.7 4.1 
-65 
Female Uterus 19.5 8.3 
-57 
Source, American Cancer Society, 1984. 
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Diagnostic Improvements 
Most notable in the improvement of diagnostic 
techniques has been the use of computerized tomography and 
high-frequency ultrasound devices which more precisely 
locate and define tumors deep within the body. Furthermore, 
laboratory analysis of bodily fluids, biopsies and the 
assessment of clinical information have all been enhanced by 
the use of medical computers. Breakthroughs in laser-optics 
and cellular theory have greatly decreased the time lapse 
between initial tests and confirmed diagnosis. Because of 
these swift and accurate diagnostic procedures, more 
patients are treated within four months, thus greatly 
reducing the mortality rate of cancer (Leffall, 1977). 
Future Research 
Biological response modifiers or immunotherapy is a 
form of treatment that attempts to enhance the body’s 
natural resistance to a cancer. Today, interferon and 
thymosin are two substances that are being studied. Because 
of recombinant DNA technology, these very rare substances 
now can be inexpensively synthesized, thus creating many 
more opportunities for clinical evaluation of this treatment 
modality . 
Genetic engineering and man-made antibodies which will 
only attack cancer cells hold great promise in rectifying 
Initial research indicates that damaged immune systems. 
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hybridomas and monoclonal antibodies have been helpful in 
the manufacture and the specific delivery of new powerful 
drugs directly to tumors, killing only malignant cells and 
sparing healthy tissue. More sophisticated blood tests 
derived from this technology will also speed up the early 
detection of cancer diagnoses. 
Lastly, research in the mechanisms of carcinogenesis 
and chemoprevention may shed light on pre-diagnosis, 
prophylactic nutritional and environmental measures that our 
society may use in the fight to prevent cancer. 
Technical Hegemony 
The significant and tangible advances in the diagnosis 
and treatment of cancer have generated a greater reliance on 
the tools of the medical practitioner to lead us to victory. 
Yet, for the small increase of survival rate for some 
cancers noted in the 1940's and 1950's, significant cure 
rates have not been achieved. However, the belief still 
persists that cancer will be controlled by medical science, 
and technological advances further validate our high degree 
of hope and trust in the medical profession's strategy to 
control cancer. Despite the high level of trust and the 
improved functioning of medicine's bio-technical armaments, 
approximately one-third of the people who will die from 
cancer this year might have been saved by available methods 
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of early detection followed by prompt treatment (Silverberg 
and Holleb , 1955). 
Because of the high costs of medical research and 
development, and the true potential of discovering a 
biological cure for some types of cancers, medical research 
has consistently been funded to a much larger degree than 
public education programming (American Cancer Society, 
1983). This author believes that because of this ingrained 
pattern, medical science will continue to exercise more 
influence in our conceptualization of the cancer phenomena 
than will social science. 
The Developmental Phases of Patient Educational Programming 
Public Education Programs 
Prior to the turn of this century, patient education 
was conducted on an individualized basis in the presence of 
a physician. In the rapidly industrializing western world 
of the early 1900's, it became apparent that mass public 
health education programs could be important methods of 
improving the effort to control cancer. In 1903, Winter 
published an essay in the Prussian newspapers on what women 
should know about cancer of the womb. Three years later, 
Childs (1906) wrote a book entitled The Control of a Scourge 
or How Cancer is Curable. It was in this book that the 
modern concept that cancer is not incurable was first 
espoused. The central theme of this book was prevention and 
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early detection. It would be this bi-level thrust that 
would be the germinal concept of all future public education 
programs (International Union Against Cancer, 1974). It was 
then that the educational priority of 
stressing early and earlier diagnosis was first established 
by the medical profession. 
In 1916, a group of American gynecologists formed the 
American Cancer Society, whose goal was to disseminate 
knowledge concerning the symptoms, treatment and prevention 
of cancer. Of these three knowledge areas, it has been 
dissemination of the symptoms of cancer and preventative 
measures that have dominated the content of public 
educational programming (American Cancer Society, 1978, 
1980). From its inception, ACS has broadcasted to society 
the danger signals and warning signs of cancer in an effort 
to achieve earlier medical intervention. Along with the 
factual information about the onset and the symptoms of 
cancer, the programs emphasized the theme that cancer is not 
synonymous with death and that through timely and 
appropriate medical action, cancer can be cured (Buehler, 
1975) . 
As scientific research disclosed a clearer 
understanding of the etiology and rehabilitation of cancer, 
other topics were added to the basic informational format of 
public education programs. Descriptions of prosthetic 
apparatuses, research concerning occupational, environmental 
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and nutritional causes of cancer and revised rehabilitative 
methodologies were all summarized and used to reaffirm the 
central premise of seeking quick medical intervention. In 
the second quarter of the century, the major emphasis of 
public educational programs of the American Medical 
Association, the American Cancer Society, the World Health 
Organization, and other private and public health agencies 
was to inculcate the need for annual physical examinations. 
The slogan, "Fight cancer with a check and a check-up," 
best epitomized the purpose of that phase. 
During the 1960’s a decision based on the Surgeon 
General’s report on cigarette smoking released massive funds 
to increase society’s awareness of the detrimental effects 
of cigarette smoke. The warnings on cigarette packages and 
the censorship of television advertising speaks to the 
enormous power of this effort. 
Public education programs of thre 1970’s and 1980’s are 
still continuing the initial female orientation. The basic 
medical facts of cancer and the hopefulness of early 
detection were augmented with specific instructions for self 
breast examinations and admonitions for yearly Pap smears. 
Environmental carcinogens and predisposing lifestyles 
are now receiving high national attention as a lethal 
cultural legacy, but rarely are these two topics included in 
public educational programs. As a way of maintaining the 
emphasis on non-controversial symptom identification, it is 
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anticipated that testicle self-examination instructions will 
be added to traditional general education programs. 
Technological advances in the field of communications 
have also had a significant impact on the instructional 
format of public educational programs. Today, computer 
programs, videotapes, audio-visual disks, telephone answer 
lines, slide and film presentations and volumes of printed 
material are available for patients to utilize at home, at a 
community meeting or in a hospital room (American Cancer 
Society, 1981; Ballantyne, 1974; Bartlett, Johnston and 
Mayer, 1973; Dietz, Lovett and Cox, 1978; Holloran, 1975; 
McCormick and Gilson-Packevich, 1979; Treck, 1975). The 
many instructional packets and popular and professional 
writings that offer information concerning the physical and 
psychological reactions to the disease are predominately 
available to the public on an individual basis. Most group 
programs present information for individual integration and 
do not facilitate dyadic or group discussion of each 
member’s particular situation (International Union Against 
Cancer, 1974; American Cancer Society, 1983; American 
Hospital Assocation, 1969). 
Personalized Educational Programs 
The effects of the public programs have been successful 
in decreasing the incident rate and increasing the survival 
rates of some cancers (Silverberg & Lubera, 1983). However, 
because of their interactional design, the programs address 
the cognitive needs of our society, in general, and of the 
cancer-patient in particular, leaving the socio-eraotional 
and medical-physical needs unattended (American Hospital 
Association, 1969; Bryant, 1976; Jones, 1978; Young, 1968). 
In order to compensate for the lack of the doctor—patient 
dialogue, hospitals and social agencies have initiated many 
patient counseling programs (American Hospital Association, 
1964; Bond, 1956; Camberg, 1978; Herzoff, 1979; 
International Union Against Cancer, 1974; Parsell and 
Tajliarami, 1974; Wood, Milligan, Christ and Liff, 1978). 
Programs such as Reach to Recovery and Cansurmont, and 
individual counseling focus on the personal psychological 
and spiritual coping mechanisms of the patient. Other 
programs, such as Cancer Support Groups, SITE Groups and 
counseling groups as described by Herzoff (1979); Johnson 
(1980); Krum, Vannatta and Sanders (1979); Parsell and 
Tagliareni (1974); and Shapiro (1953), have utilized a group 
modality to assist patients to address collectively their 
personal needs. These programs mostly emphasize the 
emotional well being of the patient and relegate the 
informational needs to a secondary position (Posavoc, 1980, 
Young , 1968). 
The membership criteria of these groups also limits the 
generalizability of this type of societal intervention. 
Subsets of all the people affected by the disease are chosen 
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to be assisted. Some groups are diagnosis specific, some 
welcome any cancer diagnosis; some address only the issues 
of the recently diagnosed patient, while others are open to 
anyone living with cancer. Some groups only want patients 
to join, while others will accept patients and significant 
others; some are sponsored by health care institutions, 
while others are coordinated by nationally recognized or 
indigenous community organizations. Most of these group and 
individual programs are similar in leadership configuration 
in that seldom is a physician the organizer and leader 
working directly with the individual or group. This again 
shrinks the number of people who choose to attend such 
programs due to the fact many patients do not want to 
discuss their emotional reactions in a group setting or with 
strangers (Knutson, 1965). 
However, the personal oriented programs have proven to 
be successful for the select subgroup of patients and family 
members who take advantage of these resources (Camberg, 
1978; Fredette, 1983; Johnson, 1982; Green and Talaraanica, 
1974), but it is still the primary physician, the family 
doctor, who retains a position of unsurpassed influence on 
the emotional and physical coping style of the patient and 
family (Barckley, 1958; Buchler, 1975; Puckett and Russell, 
1978; Svarstad, 1978). Gillum and Barsky, (1974) contend 
that the physician's judicious manipulation of the patient s 
personality, attitudes and beliefs can bring about curative 
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and supportive factors that no public educational program 
can reproduce. 
While public educational programs have addressed 
society s preventative knowledge needs and personalized 
group and individual modalities have assauged some of the 
emotional anxiety associated with cancer, there remains a 
significant area underdeveloped in our societal response to 
cancer, the area of post-diagnosis, patient-education 
groups. The primary difference between these groups and the 
socio-emotional support groups is that the educational group 
is highly structured and passes on information about 
specific coping strategies in a predesignated time span. 
The support groups or therapy groups are more focused on 
emotional functioning and provide general support to their 
members, whereas the educational group’s focus is on the 
communicational, problem-solving dilemmas of its members. 
(American Cancer Society, 1978). 
The Massachusetts Division of the American Cancer 
Society has recognized the need for a cancer education 
program that can be non-hospital based, family oriented and 
available to the public regardless of date or type of 
diagnosis. The program, as defined by its creators, 
addresses salient issues of cancer on both cognitive and 
affective levels of rehabilitation. Its basic premise is 
that the patient is a rightful member of the treatment team 
and that through effective interpersonal communication more 
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healthy adjustments can be achieved. The content 
integrates community resources in the fields of medicine, 
nutrition, and human services, as well as helps each member 
identify strengths within him/herself, family and friends 
that can aid in the development and maintenance of strong 
coping skills. Group members are offered the opportunity to 
discuss their own reactions, problems and successes, and to 
participate in the refinement of individual and group 
problem solving strategies. 
It is not the intent of this program to replace the 
physician-patient relationship but, rather, to improve on 
that relationship, by providing intellectual and emotional 
support to the patient and family. 
Living with Cancer: A Patient Education Program 
Program Rationale 
In 1979, a committee, of which this author was a 
member, was convened by the Massachusetts Division of the 
American Cancer Society to evaluate a pre-packaged 
informational program. It was determined that the proposed 
program fell short of adequately attending the informational 
and emotional needs of cancer patients and their families. 
With the following quote as the central theme, the committee 
developed a new program for cancer patients to obtain a 
of control and empowerment through the learning of sense 
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disease physiology and by exploring and sharing concerns and 
coping styles with others who are dealing with a similar 
situation. 
Each patient is more than the disease he 
is fighting. His hopes, fears, 
successes, failures, his sense of how he 
wants to live and die must be 
considered. The patient deserves not 
only our knowledge and skill, he needs 
our compassion, comfort and a sense of 
hope. After repeated emotional crises 
and endless demands on physician’s time, 
there is sometime little energy left for 
preserving the patient’s psychological 
as well as physiological integrity... 
Most important, the patient should be 
convinced that he is not alone, that 
together many problems can be overcome. 
Halleb, 1978 
Program Format 
Living with Cancer is divided into five two-hour 
sessions (see Appendix A). Each session consists of 
specific goals and structured program content. The content 
is delivered in three modes: lecture, audio-visual 
presentations and small group discussion. Lectures offer 
didactic information relating to the medical aspects of the 
disease and options for coping. Audio-visual presentations 
promote discussion of psychosocially-oriented concerns. The 
participants emotional reactions to the video presentations 
are discussed in small groups. Although the general subject 
matter is defined for these discussions, this program 
component is designed to allow participants the opportunity 
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to talk about their individual fears and needs, and to 
receive peer support and suggestions. 
The program format was developed on the dynamic and 
interactive model of adult education methodology as 
conceived by Combs, (1971); Houle, (1972); Knowles, (1970); 
Lovell, (1980) and many others. Knowles differentiates 
pedagogy, the art and science of instructing youth, from 
andragogy, the theory and practice on which self-directed 
learning is based. Essentially, it is the art and science 
of helpingadults learn. The concept of andragogy is central 
to the design of the Living with Cancer Program, and this 
thesis. 
Program Goals 
The Living with Cancer program was developed to 
provide: 
A. Information relating to cancer, its treatment 
options and medical terminology. 
B. A review of resource materials. 
C. Information regarding available community 
resources. 
D. Education on opening lines of communication 
between cancer patients and physicians. 
E. Methods to develop general communication 
skills. 
F. A forum to discuss psychosocial issues and 
explore feelings. 
Leadership Training 
The primary aim of the training program was to provide 
people who can use the various instructional modalities, and 
organize and sustain the on-going programs in their 
communities. They were also to be cognizant of community 
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and sponsor resources. A leadership training program was 
viewed as critical in the effective adaptation of the Living 
with Cancer program to each communities' idiosyncratic 
needs. The training program emphasized the specific skills, 
attitudes and disease-related knowledge that each 
facilitator needs so as to insure that the themes of hope 
and empowerment through problem-solving, would be 
effectively transmitted. 
Training Evaluation 
Briefly stated, the evaluation of this training program 
assessed the trainees mastery level of the facilitator 
skills, attitudes and knowledge, specifically identified by 
the original program committee. In an effort to determine 
the changes in these areas a pre and post instrument was 
designed and validated. Also, the trainees' sense of their 
own locus of control was measured before and after the 
training session. Finally, a self evaluation form was 
completed and compared to the ideal characteristics of 
facilitators as designated by the program's training 
committee. 
Purpose of the Investigation 
The goal of the Massachusetts Division of the American 
Cancer Society is to provide free and appropriate 
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post-diagnosis cancer education programs. The program's 
content focuses on interpersonal communication and on 
community and personal resource development. The volunteer 
recruitment program's aim is to identify and train 
facilitators that can convey relevant information about the 
illness, the treatment, the psychological effects and 
support mechanisms that will hopefully generate attitudes 
and coping styles that will result in decreased debilitating 
anxiety and increase collective and individual self-esteem. 
It is the intent of this study to document and evaluate the 
specific training program developed by the Massachusetts 
Division of the American Cancer Society. 
Significance of the Study 
The specific target audience of this research was the 
volunteers who participated in the training program. These 
people, once trained, implemented the Living with Cancer 
program in their community. The findings of this study will 
have significance for the community educator and the 
professional health educator, as it will delineate skills, 
knowledge and attitudes necessary to instruct the Living 
with Cancer program. Community organizations, human service 
agencies and health service provider groups will be able to 
apply the training design and evaluation procedures to 
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establish patient education programs in their cacheraent 
areas. 
The results of the evaluation will add to the general 
knowledge in the field of training evaluation and volunteer 
development. Both fields will benefit from the andragogical 
perspective and the implications of social learning theory. 
The effects of the adult education model inherent in the 
program and the incorporation of the concept of locus of 
control, have great implications for recruitment and 
leadership training programs. 
Particular application will be for future training 
programs in Massachusetts and other American Cancer Society 
state divisions that will use the Living with Cancer 
program. A detailed recruitment program, of which training 
is the final phase, that efficiently prepares leaders for 
such a program will also assist in the program's 
marketability. 
Finally, if the overall Living with Cancer program is 
successful, it will have an impact in the medical field. 
The program’s success could demonstrate that non-medical, 
community-based educators can be effectively trained to 
facilitate a patient education program. Its success will 
also indicate that the program can provide necessary 
information and support that will not detract from the 
physician-patient relationship. 
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Limitations of the Study 
This research should be considered as one aspect of a 
comprehensive approach to patient education. The particular 
segment being studied is the actual training program. The 
importance of the entire program development, initial 
testing and marketing, the subsequent execution of the 
program and the overall effects on the community are not 
being considered in this study. Further, specific training 
issues regarding the reasons why trainees volunteered, the 
trainers evaluation of each trainee, peer evaluation 
techniques and post training follow-up are also not 
accounted for in this study. 
This study is also limited by two structural forces: 
sample size and lack of a random sample. The total 
population of twenty four subjects is too small and 
specific, to generate generalizable interpretations, yet it 
will render specific statistical analysis reactive to the 
effectiveness of the training event. Further, because of 
the volunteer nature of the program it was not attempted to 
select a random or representational sample. 
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Summary 
Cancer is a devastating disease that cripples our 
society on all human levels, financially, physically and 
emotionally. A review of the literature indicates that 
public education programs have been aimed at increasing the 
possibility of early detection and the swift treatment of 
the disease. Despite positive results as far as their 
primary aim is concerned, the majority of public education 
programming fails to consider the psycho-social features of 
the cancer patient. 
The position submitted here is that of the many programs 
which address the emotional needs of cancer-patients and 
their families, few integrate the psycho-educational needs 
of its members. 
A time-limited program to meet the intellectual, social 
and emotional needs of its members in an atmosphere that 
engenders positive coping behaviors was described. The 
training program, designed to provide skilled leaders, was 
also briefly outlined along with a rationale for the 
evaluation of the recruitment program. 
In Chapter II, a comprehensive review of the literature 
concerning the psycho—social reactions to cancer, 
andragogical principles, coping theories and social learning 
concepts, will be presented so as to give a theoretical 
basis for this training model. In subsequent chapters, the 
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details of the training program's development, 
implementation, evaluation methodologies, and results will 
be presented. 
CHAPTER II 
RESEARCH AND THEORY: FOUNDATIONS FOR PROGRAM DESIGN AND 
EVALUATION 
Introduction 
It’s not surprising that a survey of empirical research 
reveals the dearth of professional publications concerning 
the development of educational programs for cancer patients. 
Equally significant is the paucity of literature reviewing 
the training of facilitators for such programs. This 
chapter will present the theoretical and philosophical 
ground upon which the training program is designed. 
Fortunately, in the major areas of the psycho-social 
effects of cancer, personal and familial coping mechanisms, 
andragogic methodology, and social learning theory, there 
exists a more than sufficient knowledge base from which can 
be extrapolated the skills, knowledge and attitudes 
necessary to equip volunteers to establish community-based 
patient education programs. This chapter will conclude with 
a complete description of the training model's goals and 
objectives that are developed from the synthesis of salient 
aspects of each theory. 
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Theory and Research 
Psychologic and Social Perceptions of Cancer 
The facilitators trained by this program are charged 
with developing an educational program that will augment the 
medical care patients may be receiving. The intended 
audience is clearly adults who are experiencing the 
ontologic crisis that is concomitant with the cancer 
diagnosis. Facilitators must be knowledgeable of the 
emotional and environmental reactions to cancer by the 
patient and significant others and how these influence the 
way an adult will approach this learning situation. (Lovell, 
1980) . 
Medical Model. There exists various methods of 
describing the existential reactions to cancer ranging from 
first person narrations, to highly organized and distilled 
statistical tabulations. The effects of the disease on the 
personality is also studied from many different 
perspectives. The psychoanalytic model describes 
intra-inter psychic forces that may be exacerabated by the 
diagnosis. This model, usually reserved for the medical 
professional was established by Freud, and further developed 
by highly professional practitioners, namely the AMA 
(American Medical Association) and the APA (American 
Psychiatric Association). This perspective is mostly 
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centered on the prognosis of the disease and the course of 
treatment. 
Psychosocial Model. The social psychologists on the 
other hand, have identified numerous lists of psychosocial 
aspects of cancer which may or may not be active for the 
patient or family. Their contention is that the progress 
of the illness effects not only the physical body but also 
alters the fundamental structure of a person’s self-esteem. 
Their prespective is in the relationship between a patient’s 
sense of being and the disease. It is implicit in their 
theories that the person’s self-concept and subsequent 
coping skills through the course of the disease directly 
influence the degree of psychological damage experienced by 
the self and others. It is hypothesized that this influence 
can affect the symptomology and can be controlled by the 
person and possibly lead to full medical cures (Kubler-Ross, 
1969; Simonington, 1978; Pelletier, 1977). Figure 2 details 
a comprehensive perspective of the social and psychological 
forces active in the person’s emotional environment. 
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FIGURE 2 
PSYCHOSOCIAL ASPECTS OF CANCER 
I. Current psychologic and social perceptions of cancer 
A. How patient views his disease based upon 
preconceived ideas and previous information (myths, 
fears, etc.) 
B. Need for health care professionals to understand 
patient’s view of his disease (need for additional 
education, information, clarification of misconceptions) 
in order to faciliate effective treatment and 
rehabilitation. 
C. Fear of cancer diagnosis 
1. Types of people most likely to delay 
seeking medical care 
a. Lower socioeconomic class 
b. Lower educational levels 
c. Older age group 
d. Previous experience with cancer patient 
e. High degree of fear of illness 
(cancerophobia) 
D. Some common initial fears to be alleviated 
1. Fear of pain 
2. Fear of contagion 
3. Fear of abandonment 
4. Fear of 
of life 
becoming dependent, loss of control 
II. Emotional reactions to cancer by the patient 
A. Exaggeration of basic personality traits, 
premorbid personality 
B. Anxiety 
C. Depression 
D. Denial 
E. Anger and hostility 
F. Regressive behavior 
G. Exaggeration of physical symptoms 
H. Psychotic behavior 
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III. 
IV. 
V. 
VI. 
VII. 
Patient’s need for psychosocial support 
A. Determine patient's group (family, friends, 
etc) 
B. Health care professional's role as a 
support group 
1. Goal-reduction of patient's fear 
2. Psychological preparation for treatment 
and rehabilitation 
3. Fear of unknown, need for clarification 
of patient's disease, treatment, 
procedures 
Preparation for treatment (alleviation of fears) 
and continual support from health care workers 
A. Fears about radiation therapy 
B. Fears about chemotherapy 
C. Fears about surgery 
Doctor-patient, doctor-family, staff-patient 
relationships 
A. Frequent, honest, empathetic communication 
B. Informed relative (aid to patient 
adjustment) 
C. Maintain hope 
D. Psychosocial support for physician and 
family 
1. Their reactions and anxieties (do not 
abandon patient) 
Facilitating helpful relationships with cancer 
patients 
A. Family interactions 
B. Friends network 
C. Self-esteem 
Transition from hospitalization to home and 
comraunit y 
A. Preparation for patient's discharge and 
future planning 
3. Reestablishing family relationships and 
responsibilities 
1. Family's role in encouraging independence 
and continuing treatment program 
C. Dealing with the reactions of friends and 
co-workers 
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D. Development of alternative areas of interest 
and fulfillment 
VIII. Vocational discrimination of the cancer patients 
A. Personal advocacy 
B. Re-entrance to world of work 
Source: The Office of Cancer Communications LAC-USC Cancer 
Center 
Educational model. A new field which defines further a 
specific subset of the psychosocial aspects, is the 
informational model as developed by Fredette(1983). This 
perspective centers on specific psycho-educational needs of 
the patient and the community. Figure 3 lists particular 
areas of subject materials detailed in this model. 
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FIGURE 3 
A COMPREHENSIVE LIST OF THE KNOWLEDGE NEEDED BY CANCER 
PATIENTS 
Cancer and its symptoms 
Specific types of cancer (i.e. breast cancer) 
Prevention and early detection 
Treatment options/the right of choice/second opinions 
Treatments for cancer: expected effects, side effects and 
treatments for side effects 
Management of physical symptoms: from the cancer and from 
the treatments 
Emotional reactions and coping responses: of patients and of 
significant others 
Modification of life style in accordance with changes in: 
body image, sexuality, energy level, role, employment, 
demands of treatment 
The medical regime: understanding and compliance 
Communication of feelings 
Myths and untruths 
Goal setting 
Community resources 
Stress reduction 
The health care system: how it works and how to manage it 
Maintaining physical fitness within the limits imposed by 
the illness 
Hospice care 
Death and dying 
Source: Fredette, 1983 
Phenomenological Perspective 
The author of this work prefers to conceptualize the 
response to cancer in the terms of three personal contexts, 
specifically self, family adjustments and community 
involvement. 
Adult perspective. On an ontological level, the 
patient’s self-concept is completely altered. Depending on 
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the site and extent of the cancer, the treatment of choice, 
and the patient s established coping mechanisms, the 
personal reaction to the disease can range from moderately 
to severely dysfunctional. In all cases, the person enters 
into a state of crisis: shock, disbelief, denial, anger, 
guilt and shame (Holland, 1980; Kubler-Ross, 1969; Smith, 
1975) are the common first reactions. The patient can no 
longer view him/herself as healthy. In the terminology of 
Goffman (1963), the person with cancer identifies 
himself/herself as discredited or discreditable, always 
fearing human encounters because of their potential for 
alienation. 
Feelings of being a transcended personality, who is 
dependent on health care professionals and family members, 
overpowers previous concepts of oneself as a person in 
charge of his or her life (Fiore, 1979; Harris, 1979). 
Smith’s (1970) work in the area of locus of control showed 
that at times of crisis all people experience a period of 
loss of self-control. 
The uncertain aspects of the cancer, coupled with the 
real or imagined perceptions of disease and treatment, are 
the most disconcerting and insidious results. The most 
frequent perceptions of cancer which can totally consume 
mental activity are predominantly negative. According to 
Smith (1975), most cancer patients believe that having 
cancer will result in one or more of the following. 
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1. Extreme and prolonged pain and suffering 
2. Rejection 
3. Physical isolation and emotional isolation 
4. Disfigurement 
5. Not belonging 
6. Fear 
7. Not being wanted and loved 
8. Helplessness and awareness of lack of control 
over the disease 
9. An extreme threat to existing lifelong 
patterns of adaptation which renders the 
course of development incalculable 
10. An affront to masculinity or femininity when 
eyes, limbs, breasts or genital organs are 
effected. 
11. Certain death 
Because of this feeling of defectiveness, many cancer 
patients choose a passive observer role and slowly, without 
much notice, pull further and further away from social 
interactions (LeShan, 1977). 
Co-existing with the future fears of life with cancer, 
the patient’s self-esteem is further assaulted by feelings 
of depersonalization, hopelessness and guilt (LeShan, 1977, 
Kubler-Ross, 1969; Smith, 1975). As the patient struggles 
to regain control, the self-concept passes through various 
Kubler-Ross, in her seminal work, stages of reorganization. 
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On Death and Dying, describes the five stage process through 
which the terminally ill patient will traverse in achieving 
acceptance of his or her fate (See Figure 1). While there 
exists some controversy in the medical profession concerning 
the replication and the soundness of Kubler-Ross1s model, it 
is clear that the model falls short of describing the 
staging of a person1s reaction to non—terminal, recurring 
incidents. 
Gullo, Cherico and Shadick (1974) have described a 
phase system which accounts for this variation. The model 
accepts the possibility of rebirth and further maturation of 
personality in coping with an illness. It is presented in 
Figure 4. 
FIGURE 4 
STAGES IN LIFE-THREATENING AND TERMINAL ILLNESS 
1. Shock 
2. Anger 
3. Grief and anticipatory grief 
4. Bargaining 
5. Uncertainity 
If Diagnosis Favorable 
1. Renewal and rebuilding 
2. Integration of experience 
Source: Gullo, Cherico and Shadick, 1974 
Children. The child’s reaction to having cancer is a 
phenomena that has only received attention since the 1950’s. 
Hesh, (1977) reviewed the literature concerning the 
psychosocial needs of children and adolescents with cancer. 
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He found that although the writings of the past two decades 
are impressive, the central theme of viewing childhood as a 
period with its own values, a highly developed sense of self 
and others, and the ability to interpret, integrate and 
express their experience, has not generally been adopted by 
the adult population. Doctors, health professionals, 
educators, clergy and parents are urged to defer to the 
existential expertise of those who live with cancer no 
matter what their age. 
The psychological adjustment to cancer will resemble 
the course of the adult patient but the behavior of the 
child will be determined by the childs’ developmental stage 
and mental age. The integrity of the nervous system and the 
dominate societal mores in regard to introspective and 
expressive capabilities of children will prevail in how a 
child copes with the illness. 
In a study at John Hopkins Hospital, Leventhal and 
Boeck (1977) examined the physical and psychological stress 
of cancer for seventeen adolescent patients. The results 
indicated that the diagnosis of cancer significantly 
interrupted all of the major developmental tasks of 
adolescence. This article also identified the principal 
sources of psychological support for these children. In the 
majority of these patients, twelve primary support people 
were adults. Siblings and peers only were significant for 
What is noteworthy is that as many adolescents three. 
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specified that staff people were as supportive as mothers. 
This underlines the enormous dependency on the health system 
that is initiated with the onset of a disease. 
Implications for facilitation. Knowledge about the 
psycho-social effects of cancer on each individual can be 
analyzed from a phenomenological perspective. This elevates 
the personal reaction to this assault on being as primary 
presenting information from which to develop a medical 
treatment plan. This knowledge will give insight to the 
facilitators in discerning the specific sequence and 
presentation of learning experiences that are addressed to 
specific psycho-social needs of their group members. It 
raises issues concerning the pitfall of encouraging patient 
dependency on the facilitators and supports a 
non-judgemental approach that presupposes the equality and 
dignity of cancer patients. 
Familial Perspective 
Cancer is a family disease. All members of the nuclear 
and extended family are touched by the disruption of 
familial roles and the interference on developmental tasks 
that is inherent in the cancer diagnosis. Spouses, parents, 
children and siblings all experience the psycho-social 
effects and the helplessness and hopelessness which the 
disease havocs. The emotional response of parents and 
spouses closely parallels the reaction of the patient. 
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Depression, loss of self-esteem and guilt may vary in the 
intensity or chronicity but the other adult will experience 
them all. Parents of children with leukemia require 
enormous emotional support in order to cope with the 
oppressive awareness of the illness and the impending loss. 
(Orback, Sutherland, and Boseraan, 1954). 
Children, as either siblings or offspring of cancer 
patients have demonstrated the emotional effects of cancer 
by experiencing increased school problems, emotional 
withdrawal, loss of self-esteem, behavior indicative of 
rebelliousness and hostility such as fire-setting, stealing 
and running away, psychosomatic complaints, school avoidance 
and actual physical illness (Evans, Combrinck-Graham, and 
Ross; 1978). 
The spouse is a significant person in the 
rehabilitative process. Kubler-Ross (1979), writes that it 
is often the wife or the husband who is to be told about the 
seriousness of the illness and to determine how much, if at 
all, to convey to their mate or other family members. She 
further states that when and how the spouse chooses to 
inform the children is perhaps the most difficult task 
facing the parent. 
In a classic series of articles in research psychiatry 
Sutherland, at Memorial Sloan-Kettering Cancer Center, 
headed a team which explored the psychological effects of 
cancer not only on the patient but also on the family. In 
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regard to how spouses and other family members adapted to 
colostomy patients, Sutherland and Dyk (1953) state that the 
familial responses to the diagnosis is not only indicative 
of patterns the patient may expect to find in the future but 
also reflect the type of relationship that was established 
prior to the illness. The reaction of the children are 
particularly problematic, in that 
Help from children, especially when it involved 
body care and sight of the colostomy, was 
generally interdicted by both men and women, and 
it was never given by children of the opposite 
sex. Reports from social workers, indicate that 
children have strong reactions. They give 
evidence of considerable conflict, to either by 
being overly protective or by being overtly 
hostile. Sutherland and Dyk, (1953) p. 78 
It was found that both men and women patients wanted to 
be independent of their children in regard to both physical 
care and financial aid. ItTs not unusual that children 
could interpret this desire to be independent as rejection, 
thus, further alienating members of the family. The role 
reversal of the child-parent relationship is greatly feared 
and is highly correlated with loss of self-esteem. 
Therefore attempts by children to be helpful are often 
rebuffed by parents. 
For spouses, the disease is equally stressful. Some 
reacted with encouragement and support, while others reacted 
with overt or covert hostility or emotional withdrawal. 
This experience further diminishes the esteem of both 
partners. The medical profession believes that after 
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discharge from the hospital, the family will automatically 
take on the emotional and physical tasks of convalescent 
care. Sutherland and Dyk, unfortunately conclude that this 
assumption is erroneous. 
Mellette, (1977) attempted to quantify the adjustment 
of families. The study indicated that families with the 
patient at home demonstrated better adjustment and exhibited 
fewer signs of stress then families in which the patient 
resided with relatives. In fact, in 12 percent of the 
latter category the families were diagnosed as extremely 
dysfunctional, while there were no families in the former 
group categorized at that level of maladjustment. It 
concludes that most family members are able to cope with the 
pressure of cancer but there exists some behavior patterns 
which impede health recuperation. The dystonic 
classifications which are delineated are: the over-reactive 
family, the over-protective and pseudo-protective family, 
the masochistic family, the angry family and the 
over-dependent family. 
A systemic view. Figure 5 presents a family 
interactive perspective that was developed by this author 
and his spouse for a previous training program. The 
epigenetic process that the family follows through on the 
movement of the disease is outlined by the central issues 
raised at each medical stage. The significant underlying 
conflict at each stage is also highlighted. How a family 
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system resolves each conflict is based on the intra and 
extra familial supports within their environment. 
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FIGURE 5 
THE FAMILY PERSPECTIVE/INTERACTION 
I. Family System 
A. Patterns established for intrafarailial 
relations, (equilibrium) 
B. Patterns established for extrafamilial 
relations. 
II. Confirmed Diagnosis (Positive Test Results) 
A. System goes into shock (time of crisis) 
1. Role disruption - fantasy, actual 
2. Strong new feelings - anger, denial, 
compensation, loss 
3. Family myths - quiet, he/she deserved it, 
God? 
REPRESSION VS. COMMUNICATION 
B. Hospitalization 
1. Time readjustment 
2. Family hidden from the real pain/suffering 
3. Patient an opportunity to adjust to new 
self image 
VISITATION-CONNECTEDNESS VS. ISOLATION 
C. Role reorganization 
1. What responsibilities will be 
resumed/partially/relinquished 
2. Self identity, social roles, familial roles 
3. Redistribution of responsibility 
ADJUSTMENT VS. MALADJUSTMENT 
D. Reactions toward the progress of the disease 
1. Uncertainty generates strong feelings of 
insecurity of member and self 
2. Treatment and side effects 
3. Pressures to recover 
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ENABLING VS. DRAINING 
E. Terrainality 
1. Facing death-pain, fear, loss, separation 
2. Sprituality 
TRAPPING VS. FREEING ' 
Source: Rigazio-Digilio and Rigazio-Digilio, 1982 
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Implications for training. Individuals who are welcomed to 
be members of the patient education program will be 
primarily adults and may be living directly or indirectly 
with cancer, but the majority of group participants will be 
family members. An understanding of the natural 
rehabilitative strengths that are innate in family 
structures and the factors that impede these qualities will 
benefit members through the identification and advancement 
of these inherent syntropic qualities. The literature 
cautions us to realize that 
each individual family member needs 
personal support and guidance in dealing 
with the effects of cancer on a child, 
on themselves, on the family. ...that 
family members go through different 
stages of grieving and different ways 
of coping, and that allowances must 
be made. That each family member must 
come to cope with the disease in his 
or her own way. Monaco, (1977) p. 37 
The review stresses that open communication patterns, 
and flexibility are the keys to positive adjustment. 
Facilitators need to know that for the cancer patient living 
outside the family the psychological stress will be greater. 
Finally, facilitators should accept the premise that all 
family members are potentially care persons and the 
reality of illness, which is part of the reality of life, is 
less threatening because it is less unknown, when the entire 
family is involved in the rehabilitation process. 
Sociogenic Factors 
Cancer has its effects outside of the home also. 
Relationships with friends, co-workers, employers, insurance 
companies, social service agencies and healthcare 
institutions radically shift with the histologic 
confirmation of the diagnosis. Peer visits diminish in both 
quality and frequency (Smith, 1975). Because friends find 
it difficult to see a friend in such a condition and/or they 
fear their own mortality, a superficial air dominates the 
visit (Cassileth, Zupkis, Sutton-Smith and March, 1980). 
The pattern of mutual covering-up-the-truth further 
increases the patient's shame and guilt, thus continuing to 
lower self esteem and exacerbate the feelings of alienation. 
In economic terms, cancer hits hard. The average 
American who died of cancer in 1983 ran up more than $22,000 
in medical bills during the final year of life (American 
Cancer Society, 1983). The Department of Health and Human 
Services, estimates if the direct costs and the indirect 
costs associated with loss of earning power and productivity 
were combined, the total cost of cancer would be 30 to 40 
billion a year. Few patients have sufficient health 
coverage to absorb the cost of cancer treatment. 
Unions have historically prioritized adequacy and 
quality of health coverage. Through collective bargaining 
agreements, unions have secured medical coverage for the 
majority of working adults (Koplin, 1974). However, 
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socio-economic barriers still persist and the people with 
smaller incomes possess smaller coverage. Thus, the 
cultural focus to seek early treatment is significantly 
reduced for lower socio-economic groups. 
Because persons with a history of cancer show a typical 
pattern of extra mortality, new coverage is very problematic 
once existing insurance benefits have been exhausted. If 
the disease has not been arrested, companies will not issue 
coverage. If it has been arrested, the usual practice is to 
have a waiting period of varying lengths of time depending 
on the type of malignancy and then to offer limited 
coverage. Even then, the coverage may contain exclusion 
riders for cancer or limited benefits or extremely high 
deductibles (Entmacher, 1975). The premiums for these 
policies are always more costly. 
Strides have been made in the re-employment of cancer 
patients. With increased long term survival rates of cancer 
patients, and job mobility, in general, the employer is 
beginning to accept the short-term employee, i.e., cancer 
patients, more readily. The criteria of pre-employment 
medical examinations and the requirement for 5-year cure 
rates are being dropped in favor of more realistic 
approaches (Stone, 1974). This optimistic trend is evident 
for the patient with a good prognosis but it is admitted 
that there are substantial problems for management, labor, 
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and insurance carriers in dealing with poor-prognosis cancer 
patients (Potter, 1974). 
The cultural messages that the cancer patient receives 
are equally degrading. The collective self of the American 
people has been indocrinated to place high living standards 
over true self-realization. Advertising terrorizes us with 
spectres of old age, insecurity, and disaster, and then 
tells us how we can save ourselves with a few dollars spent 
the right way (Henry, 1963). These messages create two 
major detrimental cultural forces for cancer patients. 
First, all forms of commerical advertising and the majority 
of network programming all employ beautiful, whole, healthy 
people. All actors and actresses employed by the mass-media 
are visually aesthetically pleasing and socially approved 
and desired types. Network programming seldom presents 
models of people coping with a terminal illness, or if it is 
presented, the show is time limited and emotionally 
constricted. The overpowering message that cancer patients 
receive is simply "they are not in the picture," they are 
not considered in the daily experience, their thoughts, 
feelings, behaviors are not deemed worthy of being 
symbolized in advertising and network programming. 
Because our culture enjoys the self-image of being 
youthful, energetic, creative and industrious, the cancer 
patient experiences further cognitive dissonance as he/she 
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copes with recovery. The patient is out of step with 
contemporary life-styles feeling isolation, discrimination, 
dependency and alienation (Kubler-Ross, 1969; Smith, 1975; 
Sontag, 1978). As Laing (1960) describes the phenomena, the 
patient may experience a transcended personality which only 
increases the feeling of depersonalization, dissociative 
beliefs and depression. 
For adolescents with cancer, the same turmoil of 
combating the constant barrage of negative messages from 
society at large also creates personal economic problems 
(Leventhal and Boeck, 1972). Usually covered by their 
parent’s insurance policies, the child is now more dependent 
emotionally and financially on his or her family. For the 
young adult it often means remaining at home and failing to 
master Erickson's identification and separation phase, thus 
stalling the family in a late adolescent developmental 
phase. This phase is particularly vulnerable to issues of 
loss . 
The Relationship Between Personal and Environmental Forces 
Hinkle, (1974) posits that disease is not merely the 
result of any single, specific agent, such as a germ or 
virus, but is a consequence of many factors, including the 
general nature of the societal and cultural environment 
surrounding the host. This concept is termed the human 
ecology" approach to medicine. This approach includes not 
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only the physical environment, but also the intra-personal 
and inter-personal psychosocial environment. 
Siraonton (1978), believes that emotional and mental 
states play a significant role both in susceptibility to 
disease and in recovery from the disease. The cybernetic 
relationship between the environment and the person exerts 
enormous influence on the quality of recovery. If the 
external environment is constantly eroding the patient’s 
self-esteem and the sense of guilt, shame, anxiety and 
insecurity are heightened, then the efficacy of the 
rehabilitative treatment will be diminished. If, on the 
other hand, the social forces reinforcing realistic hope and 
recovery and the patient’s attitudes toward health and 
recovery are good, then regardless of the intensity of the 
disease or treatment, the chances for a positive experience 
are quite high (Buehler, 1975; LeShan, 1977; Pelletier, 
1977; Siraonton, 1978). 
Implications for Training. The research clearly 
indicates that socio-economic class differences do exist 
with regard to the timing and quality of treatment and 
recovery. Financial, societal and cultural forces are in 
operation which each effect the human environment in terms 
of sustaining and creating the realistic hope and ability to 
cope with the disease. Facilitators will need to know that 
societal influences are powerful and can be manipulated to 
enhance the learning opportunities of this program and that 
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the program itself offers a positive societal solution to a 
difficult life phase which is often blurred by false 
cultural stereotypes. 
Research on Coping Mechanisms 
Coping is the cognitive and behavioral efforts made to 
master, tolerate, reduce, or minimize internal and 
environmental demands and the conflicts among them (Lazarus 
and Launier, 1978). Another researcher, Lipowski (1970) 
described coping as all cognitive and motor activities which 
a sick person employs to preserve his bodily and psychic 
integrity, to recover reversibly impaired function and to 
compensate for any irreversible impairment. Both 
definitions include intellectual and behavioral responses 
that will effect desired outcomes, e.g. increased ecological 
harmony or increased compensatory skills. 
This linear, cause and effect conceptualization is 
inherently problematic. First, it negates the role that 
others and the course of illness itself has on the 
selection, utilization and effectiveness of a specific 
coping technique. Often the desired outcome of a specific 
behavior may not be achieved or may not be realized for a 
long time. Another problem of defining coping in terms of 
responses and outcomes is that the operational terras may not 
be syntonic for all patients. 
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To achieve clarity in the definition of coping, Stewart 
(1980) separates responses from outcomes and only addresses 
the former. Stewart writes "Coping is any response (thought 
or action) to concerns associated with the illness." By 
using words such as any response and concerns as opposed to 
problems she has endorsed all the attitudes, and behaviors 
that a patient or significant other might adopt in handling 
the disease . 
Coping is a dynamic process of struggling to overcome 
the physical, emotional and social ramifications of the 
diagnosis and treatment of a disease. By viewing coping in 
its conceptual terms, a classification of the stages of 
coping emerges. The majority of researchers indicate that 
denial is more common in the early phases of coping (Hamburg 
and Adams, 1967; Lazarus, 1979; Moos, 1976; Visotsky, 1961; 
Weisman, 1979) followed by information seeking, 
reorganization and reintegration of the new situation 
(Moos, 1976; Visotsky, 1961). The movement from one stage 
to the next is not accomplished at a single point in time 
but is gradual with aspects of all stages evident at any one 
time . 
The specific behaviors and cognitions that are normally 
listed as a coping response are purposive in nature. Many 
investigators consider the essential purpose of coping 
responses as the reduction of emotional distress (Lazarus, 
1974; Moos, 1976; Pearlin and Schooler, 1978). Lazarus 
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(1979) classifies coping responses into two types: a) 
problem solving responses, which are intended to alter the 
situation; and b) emotion-focused responses, which are 
intended to increase the self esteem of the patient. 
Pearlin and Schooler, (1978) classify coping responses 
according to three purposes, two of which parallel Lazarus': 
a) responses that change the situation; b) responses that 
control the stress itself; and c) responses that control 
the meaning of the situation. 
Hamburg and Adams, (1967) suggest five purposes of 
coping behaviors: a) maintaining distress within 
manageable limits; b) sustain self-esteem; c) enhance 
supportive relationships with family and friends; d) 
increase prospects for the recovery of bodily functions; 
and e) improve the possiblity of acquiring an acceptable 
and valued lifestyle after maximum physical recovery has 
been attained. 
Lipowski (1970) indicates that the purposes of coping 
are to: a) preserve bodily integrity; b) preserve 
psychic integrity; c) recover reversibly impaired function 
and d) compensate any irreversible impairment. 
Based on a synthesis of the work of Cohen and Lazarus, 
(1979); Moos and Tsu, (1979); Stewart, (1980); Straus and 
Glaser, (1975); Weisman, (1979); and Vistosky, (1961), 
Figure 6 presents the most documented coping techniques. 
This list, while not all inclusive, is exhaustive in that 
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the work from these studies are all subsumed within the 
detailed categories. The responses are neutral and may 
affect positive or negative reactions depending on the 
intensity and the timing of their use. 
FIGURE 6 
COMPOSITE LIST OF COPING RESPONSES 
Information seeking 
Sustaining mutual support with family, friends, peers 
Sense of control over quality of life 
Sense of involvement as treatment team member (cancer 
patient vs. cancer victim) 
Use of denial, projection, distraction 
Acceptance of situation and possible outcomes 
Laughter 
Faith 
Hopefulness 
Goal Setting 
Acquiescent compliancy 
Impulsiveness 
Increase of self-defeating/self/destructive patterns 
Self-blame 
Use of autogenic and mental imagery techniques 
Expression of feelings 
Will to improve 
Physical progress of disease 
Group membership-interaction with others who have same 
problem 
Returning to employment 
Strengthen former coping skills 
Implications for training. Many of the objectives of 
the patient education program are to enhance existing and 
instill new coping responses for members of the group. 
Facilitators need a good working knowledge of these specific 
skills and the primary purpose for selection of these 
skills. The material again stresses the idiosyncratic use 
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of personal coping behaviors and encourages the sharing of 
strategies in a peer group setting. The concepts of 
self-esteem and social support are highly emphasized. 
Fundamental Androgogic Principles 
Dewey’s beliefs about the foreground and the background 
of human education, which revolutionized methods of teaching 
in the early half of this century, are also the underpinning 
for the development of adult education theory and practice. 
Although his writings were focused on the child in school, 
early adult educators, such as Linderaan (1926) Kottinsky 
(1933) and De Garmo, applied his concepts concerning the 
primacy of the learner and the supporting role of the 
teacher in the determination of techniques to be used with 
adults. Dewey proposed that the unity of his philosophy is 
found in the idea that there is an intimate and necessary 
relation between the process of actual experience and 
learning. Dewey rejected the notion of pre-selected, 
rigidly organized, and externally imposed subject matter and 
espoused an educational philosophy grounded in the ideals of 
democracy and the scientific method. The central thesis of 
this philosophy is stated by Kennedy: "a general application 
of the methods of science, to every possible field of 
inquiry, is the only adequate means of solving the problems 
of an industrial democracy.” (Gross, 1963). 
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On a personal cognitive level, Dewey equated thinking 
with learning. He insisted that the essence of the 
scientific method was the combination of ideation with overt 
muscular acts. We learn by thinking which involves doing as 
its first and last termini (Broudy & Palmer, 1965). 
Further, it is this act of thinking that is in fact the 
process of solving problems: a difficulty arises, the 
specific nature of the problem is defined, possible 
solutions are formulated and tested, and finally the most 
adequate one is integrated (Houle, 1972). This process, 
congruous with experience in the classroom and in the world, 
stresses learning as a universal and lifelong activity. 
The educational principles of Dewey’s situational, 
learner-oriented theories were augmented by the writings of 
Lewin. Lewin’s work, in social psychology laid the ground 
work for the central methodological techniques of adult 
education, the discussion method of small group 
problem-solving. He also assisted in the movement to 
differentiate psychical dynamics and events from the more 
concrete and unconcealed behavior of physical dynamics. His 
theories and experiments concerning group dynamics, force 
field analysis and intrapsychic substitution process armed 
adult educators with powerful tools to assist learners in 
achieving the educational realities established by Dewey. 
One problem that was created by Dewey, Lewin, and their 
followers who set vast parameters for the valid geography of 
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adult educational activity: so expansive were these limits 
that often the theories and methods were discounted and 
rejected for their radical concepts, thus, impeding 
effective adult educational programming. The rational 
conceptualization of Tyler and others, such as, Whitehead, 
Mantam, Counts, Bruner and Mead (Houle, 1972), that the 
developmental life stages and the social environment of the 
learner determine specific objectives which would define the 
learning experience, helped counter the expansiveness of 
Dewey and Lewin. The objectives, Tyler reasoned, can be 
sequenced so separate and identifiable programs can be built 
around them. 
Tyler strongly believed that adult education was an 
essential part of the instructional establishment and 
initiated many innovations which more securely posited adult 
education as a viable and necessary social responsiblity and 
activity. Tyler elevated evaluation of both objectives and 
programs to a new important role in conceptualizing the 
quality of the educational experience (Houle, 1972). Using 
the pragmatic philosophical orientations of Dewey, Lewin and 
Tyler, contemporary authors such as Houle, Knowles, Boone, 
Lovell and others refine the emerging field of andragogic 
methodology. 
In The Design of Education (1972) Houle, presents the 
underlying assumptions which compose the substratum of his 
two step, systematic approach to adult education. Figure 7 
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presents these assumptions. He believes in a basic 
solidarity of process that exists for all educational 
endeavor, which is grounded in the situation created by the 
confluence of the program’s goals and objectives and the 
larger life pattern of the learner. 
FIGURE 7 
HOULE'S BASIC ASSUMPTIONS REGARDING ADULT EDUCATION 
1• Any episode of learning occurs in a specific situation 
and is profoundly affected by that fact. 
2. The analysis of the planning of educational activities 
must be based on the realities of human experience and 
on their constant change. 
3. Education is a practical act. 
4. Education is a cooperative art. 
5. The planning or analysis of an educational activity is 
usually undertaken in terms of some period which the 
mind abstracts for analytical purpose from complicated 
reality. 
6. The planning or analysis of an educational activity may 
be undertaken by an educator, a learner, an independent 
analyst, or some combination of the three. 
7. Any design of education can best be understood as a 
complex of interacting elements, not as a sequence of 
events. 
Source: Houle, (1972) 
Stressing that decisions have to be made many times 
during the course of the educational activity, Houle 
identifies a comprehensive decisional framework of 
educational endeavors. Figure 8 details this framework. 
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FIGURE 8 
DECISION—POINTS AND COMPONENTS OF AN ADULT EDUCATIONAL 
FRAMEWORK 
1. 
2. 
3. 
4. 
A possible educational activity is identified 
A decision is made to proceed 
Objectives are identified and refined 
A suitable format is designed 
5. 
6. 
7. 
a. Resources f. 
b. Leaders g • 
c. Methods h. 
d. Schedule i. 
e. Sequence h. 
format is fitted into larg 
a. Guidance 
b. Lifestyle 
c. Finance 
d. Interpretation 
Social reinforcement 
Individualization 
Roles and Relationships 
Criteria of evaluation 
Clarity of design 
The plan is put into effect 
The results are measured and appraised. 
Source: Houle, 1972 
Using more empirical data to support his theory, 
Lovell, (1980) describes adult education as fundamentally 
the process and art of human problem-solving. His four 
phase terminology, a) understand the nature of the 
problem, b) establish hypotheses about unknown aspects of 
the problem, c) test these hypotheses, and d) evaluate 
the completed solution, is very similar to Dewey’s model. 
While preseting cognitive strategies for the development of 
effective problem-solving skills, Lovell also defines the 
influence of the social situation on human cognition and 
behavior and presents the social context of adult education. 
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Understanding and appreciating the social climate of the 
learning encounter is extremely important. According to 
Lovell, the major three factors that determine the education 
climate, are: 1) the characteristics of the learners, 2) 
the characteristics of the educational institution and 3) 
the informal organization that exists within the 
institution. While all three are interdependent, in a 
review of the literature on climates, Freedman (1967), found 
that the single most influencial aspect of a conducive 
learning environment was fellow students. 
Lovell and Houle establish conceptual groundwork for 
the development of effective teaching or training programs 
aimed at adult learners. Boone, Shearon and White have 
edited a book entitled Serving Personal and Community Needs 
Through Adult Education (1980). The central thesis of 
their work is to enable society to help adults acquire the 
knowledge they need during all of life's stages through an 
adult education model. While the content of this volume 
acknowledges role changes due to normal life progression it 
fails to consider the significant impact adult education can 
have on the situation of the terminally or chronically ill 
person. 
Implications for training. The learners trained in 
this program should be approached in a fashion that is 
consistent with the essential principles of adult education. 
The design, goals, objectives, methodology, and evaluation 
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of the training program must consider both the cognitive and 
social dimensions of the learners. The rules governing the 
leadership functions trainees will be expected to fulfill 
need adequate explanation. Skills, attitudes and knowledge 
concerning the psychological, informational, and social 
needs of the cancer patient as well as small group teaching 
strategies must be presented within a format that fosters 
idiosyncratic program design. The central themes of adult 
education concerning the pro-active participation of the 
learners and the acknowledgement that each member possesses 
experience, insight and skills that are unique and valuable 
learning resources, must be prominently situated in the 
design of the training model. 
Group discussion methods that are based on the 
assumption that humans are essentially social animals who 
find mutual support in facing difficulties, and take 
pleasure in personal intercourse (Abercrombie, 1974) should 
be the primary instructional technique presented. Other 
group management skills should be taught concerning program 
initiation, on-going revision and evaluation techniques. 
The training should emphasize that the execution of a 
program is never merely the working out of a design already 
developed but rather a time of constant readjustment. 
The training program must indicate the institutional 
context from which the trainees will receive technical and 
instructional support. Issues involving the processes of 
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the recruitment and selection of community members and 
resources should be reviewed as well as the agency's role in 
publicity, professional education and clerical assistance. 
Methods of accountability should also be clarified at the 
training session in order to insure common understanding of 
the expected recordkeeping tasks to be fulfilled by the 
trainees. 
Social Learning Theory 
The learning theory advanced by Rotter in the second 
half of this century has generated a plethora of literature 
dealing with the perception of control. Social learning 
theory, as defined by Rotter’s colleague, Phares (1976) is 
one theory by which an attempt can be made to understand 
human social behavior and the sometimes bewildering array of 
conditions that affect it. Rotter believes a person’s 
actions are predicted on the basis of his/her values, 
expectations and the situational context. 
To determine which behavior has the strongest potential 
for occurrence, three factors must be considered: 
expectancy, reinforcement value and psychological situation. 
Lefcourt (1976) states that the specific formulation 
developed by Rotter, for predicting behavior at a specific 
time and place is as follows: 
BPx’3lRa " £(ExRaSl + RVS1> 
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This formula reads: "The potential for behavior x to 
occur, in situation 1 in relation to reinforcement a, is a 
function of the expectancy of the occurrence of 
reinforcement a, following behavior x in situation 1, and 
the value of reinforcement a in situation 1. 
Lefcourt, using this formula, goes on to say, it is 
clearly demonstrable that a behavior potential is higher 
when expectancy and reinforcement value are both high, or 
when one is high and the other moderate, than when both are 
low. It is this equal emphasis upon value, expectancy of 
reinforcement and situational specificity that makes 
Rotter’s theory unique among learning theories which more 
commonly, accentuate only the value or motive end of 
predictive formulas. 
The degree to which a person accepts responsibility for 
what happens to them was discovered to be a significant 
aspect of Rotter's theory (Rotter, Seeman & Liverant, 1962). 
This concept of perceived control is defined as a general 
expectancy for internal as opposed to external control of 
reinforcements. In formal terras, the generalized expectancy 
of internal control refers to the perception of events, 
whether positive or negative, as being a consequence of 
one’s own actions and thereby potentially under personal 
control. The generalized expectancy of external control, 
conversely refers to the perception of positive or negative 
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events as being unrelated to one’s own behavior and thereby 
beyond personal control. (Lefcourt, 1976). 
While the terras internal and external are used to 
describe the type of people whose scores on locus of control 
measurements fall within either end of the continuum, it 
should not be construed as a stable attribute of persons. 
The locus of control construct is not a trait nor a typology 
to be used to classify individuals on a permanent basis. 
Changes in locus of control do happen. Penk (1969) found 
that chronological age was positively correlated with 
internality as did Nowicki and Strickland (1972). Bialer 
(1961) studied the relationship between mental age and locus 
of control. He partialled out mental age and found that 
chronological age was marginally correlated with locus of 
control (r=.02) while mental age was significantly connected 
(r=.47 , p<.01) . 
Studies by other researchers have shown that 
environmental events may cause naturally occurring shifts. 
Harvey (1971), found that the longer a person held an 
administrative position the more internal he/she scored on 
the Rotter locus of control scale. Gorman (1968), 
demonstrated that college students were affected by the 
results of a National political convention. Supporters of a 
defeated candidate scored significantly more external 
ratings the day after the convention then did their average 
university counterparts. 
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McArthur (1970) studied the effects of a lottery system 
used to determine draft eligibility for a group of 
undergraduates. His results indicated that students who 
were virtually eliminated from draft consideration scored in 
a more external control direction than did those who 
retained the same draft eligibility. His interpretation of 
these findings is that those eliminated from the draft could 
be thought of as enjoying undeserved good fortune, 
therefore, increasing their belief in the noncontingency of 
environmental events. 
On a clinical level, Smith (1970) found that for 
patients admitted to a neuropsychiatric facility because 
they were experiencing an acute crisis regained more 
internality as the crisis was resolved and that noncrisis 
psychiatric admissions reflected rather consistent external 
ratings. Smith concluded that acute crises are typified by 
feelings of helplessness at coping with important events, 
and that such helplessness is reflected in locus of control 
scores which may be taken as a rough barometer of the 
person’s sense of being able to cope. 
Research has also documented that locus of control can 
be altered by deliberately contrived events. Felton (1973), 
Felton and Thomas (1972) and Pierce, Schauble and Farkas 
(1970) all have proven that significant shifts toward 
internality can be achieved through specific teaching 
methods. Reimanis (1971) in a series of studies measured 
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the effect of specific teacher interventions on students 
rated at the external end of the sample population. He 
found that direct teaching strategies that were aimed at 
increasing locus of control were successful. In a follow-up 
of college students who participated in an achievement 
motivation training class, he discovered that after seven 
months male students retained a significant increase in 
internality while female students did not sustain their 
initially measured difference. Reimanis speculated that the 
sex difference at the time of follow—up could have been 
attributed to female's lesser concern with academic 
achievement. 
In 1968, deCharms published his concept of the 
origin-pawn dimension. This personal causation construct 
focuses more upon the perception of one's self as a subject 
or object of actions. While not exactly describing the 
construct of locus of control, the origin-pawn dimension is 
very similar, especially in regards to behavioral referents 
(Lefcourt 1976). His belief was that to empower people to 
behave like an origin, people must be helped to 1) 
determine realistic goals; 2) to know their strengths and 
weaknesses; 3) to determine concrete action that can be 
implemented now that will help them reach their goals; and 
4) to consider how they can tell whether they are 
approaching their goals. 
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In a 1972 study, the experimental treatment used by 
deCharms involved engaging inner-city black teachers in an 
intensive motivational training session prior to the 
beginning of the school year and regular meetings throughout 
the year that would be used to design classroom exercises 
which emphasized self-concepts, achievement motivation, 
realistic goal setting, and the origin-pawn concept. The 
results of his work indicated that students of trained 
teachers perceived their classrooms as more encouraging of 
origin behavior, that students in these classes did exhibit 
more origin type behavior and that the benefits of the 
training did not diminish in future years even when the 
training program was discontinued. 
Nowicki and Barnes (1973), further confirmed the 
efficiency of effectance training on improving the 
internality of deprived inner-city adolescents. Other 
studies by Foulds (1971), Gottesfeld and Dozier (1966), 
Harvey (1971), Martin and Shepel (1974), McDonald (1971), 
and Riessman (1962) have concluded that helping others is 
another sigificant way to increase a person’s sense of 
internality. 
Locus of control has been related to various behaviors 
and beliefs. Lefcourt and Wine, (1969), Phares, Ritchie, & 
Davis (1968), Rotter and Mulry (1965), Seeman and Evans 
(1962), have all indicated that internals pay closer 
attention to and recall more pertinent information in the 
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environment. Studies by Berman and Hays (1973), Brissett 
and Nowicki (1973), Butterfield (1964), Feather (1967), 
Liberty, Burnstein and Moulton (1966), Ray and Katahn 
(1968), Strassberg (1973), and Tolor and Reznikoff (1967), 
are but a few of the research designs that have linked 
external locus of control with higher levels of debilitating 
anxiety. Conversely, internals perceive the facilitating 
side of anxiety and are more likely to engage in 
problem-solving behavior. 
Internals are less susceptible to social influences 
(Biondo and MacDonald, 1971; Brehm, 1966; Crowne and 
Liverant, 1963; Gore, 1962; Odell, 1959; Pines and Julian, 
1972). Ryckman, Rodda, and Sherman (1972) found that 
externals tended to accept influence from a high-prestige 
source regardless of its relevance or irrelevance, thus 
indicating that intervals respond to issues and not to the 
prestige or relevance of the source. 
Internals evince a greater commitment to social action 
(Gore & Rotter, 1963; Ryckman, Rodda & Sherman, 1972; 
Strickland, 1965) and are generally more competent (Brown & 
Strickland, 1972; Hersch & Scheibe, 1967; Phares, 1965; 
Tseng, 1970). Midlarsky and Midlarsky (1973) also revealed 
that an internal locus of control is more associated with 
helping behavior in face to face settings. 
Lefcourt, Antrobus and Hogg (1974), found that 
internals more rapidly assimilated the meaning of ambigious 
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situations and accepted those meanings with iess rancor than 
did externals. Lefcourt's work has confirmed that internals 
seem to be more cognitively alert than externals and more 
readily grasp information that can contribute to the 
interpretation of and coping with various tasks and 
situations. 
DuCette and Wolk (1973), have found further data which 
reveal that internals are quicker at extracting cues that 
will facilitate the making of accurate judgements than are 
externals. Phares, Wilson and Klyver (1971), have noted 
that internals attribute less blame for their failure to the 
environment than do externals. In summary, internals not 
only will show more initiative and effort in controlling 
their environment but also can control their own impulses 
better than externals (Joe, 1971). 
Implications for training. The Living with Cancer 
program is designed to increase the level of responsibility 
that each member takes for his/her particular situation. 
Trainees who will be expected to implement this program will 
have a greater likelihood of success if the training program 
can influence their perceived locus of control. Hersch and 
Scheibe (1967), found that internals as a group identified 
themselves as clever, efficient, egotistical, enthusiastic, 
independent, self-confident, ambitious, assertive, boastful, 
conceited, hard-headed, industrious, ingenious, insightful, 
organized, reasonable and stubborn, while only one adjective 
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was checked more often by externals - "self-pitying". 
Clearly, this passive self-perception of externals would not 
be congruent with the aims of the program. 
From the previously stated studies it is assumed that 
people who score more internal ratings will have a greater 
potential to see the program through regardless of what 
social and institutional obstacles they may encounter. 
Further, the training should focus on the motivational 
dimensions of the trainees so as to increase their feeling 
of personal responsiblility for their program. 
The Social Learning Theory integrates the situation of 
the member, the sense of control gained from a 
problem-solving orientation, the instructional 
characteristics of the facilitator and the receptive 
qualities of the members. The studies provide objective and 
subjective evidence for the need for such a program to help 
cancer patients regain a sense of personal satisfaction and 
increase their self-esteem. 
Design of the Training Program 
The Georgetown University Medical Center held a Cancer 
Symposium in 1974 and identified the new emerging problems 
and challenges associated with the successfully treated 
patient. Zubrod (1974), citing advances in medical science, 
states that a third of patients with cancer are cured. That 
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cure is defined as not merely living five years past 
diagnosis but is achieved for a group of cancer patients 
that has the same life expectancy as the general population. 
All forms of cancer are responding to the improved forms of 
surgery, radiation and chemotherapeutic regimes and showing 
gains in actual cure rates albeit slowly. 
Some forms of cancer, especially cancer’s of childhood 
onset, have responded remarkably well to chemotherapy. 
Zubord states the treatment itself leaves in its wake a 
series of new problems for the patient, family, physician, 
and society. Potter, speaking at the same symposium, 
indicated that anatomical, physiological and psychological 
defects result from the treatment process. He believes that 
the physical and emotional difficulties associated with the 
prolongation of life for the cancer patient need to be 
addressed on a personal, medical, familial and societal 
level. 
The Massachusetts Division of the American Cancer 
Society identified the informational and psycho-social needs 
of state residents experiencing cancer. The requests to 
establish an educational program came from all levels of 
service and geographical areas. A state-wide committee 
designed a patient education program that had integrated the 
concepts of adult education methodologies, and specific 
subject material that pertains to the emotional and medical 
rehabilitation process. The program, Living with Cancer, 
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Which evolved out of this endeavor is presented in Appendix 
A. 
Community based volunteers who are familiar with the 
program s goals, objectives and content options, need to be 
identified, trained, evaluated and supported so that the 
Living with Cancer program could be implemented through out 
the state. The aim of the training program is to connect 
the human, organizational and programmatic resources 
necessary to create viable cancer patient education 
programs. In the words of Bedworth & Bedworth (1978) 
trained leaders must: 1) feel comfortable with the method 
selected; 2) have the training needed to properly 
implement it; 3) recognize its limitations and impact upon 
the learners; and 4) know its value for motivating 
learning and guiding the learner toward goal achievement. 
To accomplish this aim successful candidates who completed a 
screening process were convened for a one day training 
experience. 
The Training Program's Objectives 
Organizational Objectives. 
1. Recruit and select qualified volunteers who will 
organize and implement Living with Cancer programs, 
a. Successful candidates will demonstrate a general 
understanding of the following topics: medical and 
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psychological effects of cancer treatment on patient 
and family; small group leadership skills; community 
and professional resources; instructional practices; 
and program implementation and evaluation methods. 
b. Applicants, sponsored by the local American Cancer 
Society program directors, will complete a written 
application form and be interviewed by a Living with 
Cancer organizer. 
2. Delineation of organizational expectations. 
a. Trainees will identify specific American Cancer 
Society human and organizational supports and their 
relation to these structures, 
b* Trainees will be familiarized with procedures for 
acquiring printed and video materials, and for 
program initiation and evaluation. 
c. Trainees will conduct two programs per year. 
d. Trainees will maintain records in accordance with 
American Cancer Society procedures. 
Programmatic Objectives. 
1. Identify and disseminate the necessary skills for 
participant recruitment. 
a. Trainees will acknowledge the psycho-social needs of 
the intended participants. 
b. Trainees will assess the receptivity of the 
professional community and the general public to 
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this educational program. 
c. Trainees will orchestrate publicity, screening and 
registration of potential group members. 
2. Provide descriptions and applications of adult education 
me thodology. 
a. Trainees will demonstrate an understanding of the 
following skills: problem-solving theory; coping 
ski-l-3-s» small group leadership techniques; and 
evaluation procedures. 
b. Trainees will increase their sensitivity to the 
primary status of the learner(s) with regards to 
planning, sequencing and presentation of program 
components. 
3. Establish a thematic framework for the program. 
a. Trainees will recognize the important role 
of hopefulness and optimism. 
b. Trainees will demonstrate knowledge of 
empowerment techniques. 
c. Trainees will identify social aspects of 
the group that reinforce a safe, supportive 
educational environment. 
d. Trainees will identify the importance of 
co-teaching this course. 
4. Explain the nature of the subject material and the 
rationale underlying its sequencing options, 
a. Trainees will demonstrate a knowledge of the 
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program's lecturettes, video tape presentations, 
printed materials and experiential activities. 
b. Trainees will demonstrate an ability to interpret 
data collected by the program’s needs assessment 
instruments. 
c. Trainees will be functionally familiar with the 
concept of the idiosyncratic nature of every group. 
d. Trainees will apply knowledge of the philosophy 
which interrelates various program components. 
5. Identify and dissiminate the necessary skills of program 
development. 
a. Trainees will identify specific guests and speakers 
to augment the pre-packaged program materials. 
b. Trainees will secure facilities to be used. 
c. Trainees will accept the primary coordination role 
in all community phases of implementation. 
6. To increase the facilitator’s sense of personal control 
in establishing the program in their community. 
Summary 
This chapter places the training program to be under 
evaluation in an adult educational context. Realizing the 
importance of the role of modelling, the training program 
was designed to approach its adult learners in a fashion 
that reflects the recommended approach they will eventually 
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use in the community, 
learners, facilitators 
emotional, intellectual 
each member has access 
this information. 
Starting with the needs of the 
then must evaluate the level of 
, familial and community support that 
to, and design a program based on 
This chapter establishes the content areas of the 
program as well as its functional aspects. The work of 
Dewey, and Lewin, and their influence on adult education is 
presented to lay the philosophical, and operational 
groundwork for the design and implementation of the training 
program. Problem-solving theory and small group techniques 
constitute the major methodological devices that a trained 
leader will need to fulfill the organizational and 
programmatic expectations of the Living with Cancer program. 
The concept of Locus of Control was reviewed as it is 
primary to assuring the future implementation of the program 
and is central to the thrust of the program. 
This chapter concludes with the specific objectives of 
the training program. The next chapter will detail the 
hypotheses, study population and data collection strategies 
used to evaluate the program's effectiveness in addressing 
the objectives detailed in this chapter. 
CHAPTER HI 
PROCEDURES 
Design Structure and Hypotheses 
This study examined the effects of a leadership 
training program sponsored by the Massachusetts Division of 
the American Cancer Society. The evaluation of the program 
will be a one group, pretest, post-test design. While this 
study does not utilize standardized sample techniques that 
are usually applied in empirical research, namely, a 
selected sample of twenty-four subjects, not a random or 
representational population, the research methodology used 
here does adhere to the elements of applied research as 
described by such authors as Borus, Buntz and Task (1982), 
Newby, (1978), Rossi and Freeman (1982), and Suchman (1967). 
The particular aspect of applied research used will be 
evaluative research. As described by Suchman (1967) 
"Evaluative research is a specific form of applied research 
whose primary goal is not the discovery of knowedge but 
rather a testing of the application of knowledge " (p. 75). 
The outcomes measured by this evaluation were used to 
determine the efficacy of the training format. Figure 9 
76 
presents five levels of evaluative research outlined by 
Suchman. 
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FIGURE 9 
CATEGORIES OF EVALUATIVE RESEARCH 
3. 
Effort - Evaluations in this category have as their- 
criterion of success the quantity and quality of 
activity that takes place. 
Performance - Performance or effect criteria measure the 
results of effort rather than the effort itself. How 
much is accomplished relative to an immediate goal? 
Adequacy of Performance - This criterion of success 
refers to the degree to which effective performance 
is adequate to the total amount of need. The impact 
of a program measures the strength of the influence 
upon exposed individuals to move toward an idealized 
objective. 
Efficiency - This category is concerned with the evalua¬ 
tion of alternative paths or methods in terms of costs 
in money, time, personnel, and public convenience. It 
represents a ratio between effort and performance out¬ 
put divided by input. 
Process — This category is concerned with the success or 
failure of a program. The analysis of process can be 
an administrative or scientific review of the why’s 
and wherefore's of the success or failure. 
Source: Suchman (1967) 
The independent variable in this study was the training 
program. The content and process of the experience had been 
defined by the American Cancer Society to acquaint trainees 
with the material, procedures, and themes of the Living with 
Cancer program which they would be conducting in their 
communities. The training program also addressed 
administrative and practical issues that could arise in the 
course of the program, i.e. management of group process, 
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emotional crisia intervention, screening and selection of 
participants, American Cancer Society technical support and 
securement of community resources. 
The dependent variables, were the attitudes and 
knowledge gained as a result of the training program. 
Specific baseline and comparative assessments of these 
variables were determined by the use of a pre- and post¬ 
training questionnaire, the Nowicki-Strickland locus of 
control scale and a self evaluation form. 
The present research was designed to confirm the 
following hypotheses: 
1) It was predicted that the participants of the 
training program would make gains in skills, knowledge and 
attitudes about the cancer patient education course as 
measured by a pre-test, post-test instrument. 
2) It was predicted that as a result of the training 
the participants would demonstrate a higher degree of 
internalized locus of control as measured by the 
Internal-External Control Scale for Adults. 
Data Collection 
Sample population. The subjects were twenty-four 
adults, recruited and sponsored by local American Cancer 
Society area offices, specific demographic data is presented 
in Table 2. Collectively they formed 12 teams that would 
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accept the responsibility for implementing the patient 
education program throughout the state. All but one of the 
subjects were female. Twenty of the group were employed b, 
community and regional medical institutions and all were 
pursuing careers in health-oriented, human service 
occupations. Further, all participants cited previous 
teaching experience and more than half had been involved 
with the work of the American Cancer Society prior to this 
training . 
TABLE 2 
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DEMOGRAPHIC DATA 
Sex 
Female 23 
Male 1 
Employed By 
Hospital 20 
Non Hospital 4 
At Home 2 
YWCA 2 
N = 24 
Marital Status 
Married f6 
Single 7 
Widowed 1 
Age Range 
21 - 34 10 
35-45 8 
46-60 6 
Occupation 
Nurse 12 
Social Work 9 
Educator 2 
Human Service 1 
Highest Degree Held 
Associates 1 
Registered Nurse 6 
Baccalurate 6 
Masters 5 
Masters of Social Work 6 
Previous ACS Affiliation 
Yes 13 
No 11 
Previous Teaching Experience 
Yes 24 
No 0 
Personal Experience with Cancer 
None 7 
Self 4 
Living Dead 
Family 9 6 
Friend 11 11 
Participant1s Self Rating in Specific Areas Mean Score* 
Previous experience in cofacilitation process 2.75 
Knowledge of cancer experience 4.15 
Knowledge of group skills 3.81 
Based on a 5 point scale 
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Fifty percent were registered 
workers, two were educators and one 
transitioning from nursing to human 
nurses, nine were social 
subject was 
service management via a 
graduate degree program of the School of Education, 
University of Massachusetts. The educational parameter 
this sample are a 2 year associates degree to terminal 
degrees in social work and public health administration 
for 
with 
forty-five percent possessing at least a masters degree. 
Two thirds of the group were married, while one of the 
remaining 8 reported being widowed. Seventy-five percent of 
the subjects were younger than 45 years old, with forty-one 
percent falling into the 21-34 years age group. 
Each individual had had various levels of direct and 
indirect experience with cancer. Close to thirty percent 
stated no direct personal involvement with cancer either as 
a relative or friend, however, all treated cancer patients 
and their families in their vocational or avocational roles. 
Four members of this group indicated they personally have a 
history of cancer ranging from 24 years since diagnosis to 1 
year . 
Collectively, the group identified itself as having an 
83 percent mastery of understanding the psycho—social 
aspects of cancer. Together the subjects rated their 
knowledge level relative to theoretical and experiential 
group behavior as being seventy-six percent proficient, with 
all expressing a particularly strong understanding of group 
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confidentiality 
a cofacilitator 
group indicating 
rights. Seventeen rated their experience as 
moderate or better, with three of the lower 
very little real experience. The 
application form (see Apendix B) also revealed that 6 
subjects entered this field primarily due to the onset of 
cancer in their nuclear family. 
This detailed description of the sample population is 
for the purpose of establishing their qualifications as 
appropriate trainees and potential program facilitators. 
Also, the training format was predicated on the knowledge 
gained from the application form. In the terms of content 
area and mechanics, this group viewed itself as rather 
knowledgeable, this led to the decision that the training 
would emphasize program initiation, operation, and 
evaluation, and the affective dimensions of the Living with 
Cancer program. 
Recruitment and Orientation 
The sample selection procedures of this research are 
more closely related to practices of sample recruitment. 
Individuals were identified in their local community by 
American Cancer Society staff and volunteers. Tapping the 
resources of service committees, publicity committees, 
professional education committees and other American Cancer 
Society related groups, the call for facilitators was spread 
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throughout the state. After indicating interest in this 
program, applicants were provided further orientation via a 
personal interview by a sanctioned representative of the 
state's Director of Service and Rehabilitation. At this 
meeting the goals and format of the program were generally 
discussed and a specific iob dpsm’nHnn i y JOD Qescription was also explained. 
(see Appendix B) . 
Instrumentation 
Pre-test and Post-test 
The pre-test was constructed by this author to find out 
what the trainees already knew about certain facts, skills 
and attitudes regarding the facilitation of a patient 
education program (see Appendix C). The questions were 
referenced directly to eight content areas: general 
knowledge concerning the cancer experience, attitudes toward 
health professionals, knowledge of stress reduction 
techniques, knowledge and attitudes toward the program’s 
goals, knowledge of organizational expectations, knowledge 
relative to program preparation and implementation, 
knowledge and skills of group leadership, and attitudes 
toward cancer patients. This questionnaire was developed 
from a synthesis of the program’s structure and the 
following instruments: 
U -ttltude3 Toward Dialed Person,. Sci. (1970) 
developed by Yuker, Block and Young 
2- -°plnR "1th Illness Sr»l. (1980) developed by 
Stewart 
3* aders^ip Style Questionnaire (1971) developed 
by the National B'Nai B’Rith. 
Living with Cancer Information Test (1983) 
designed by Fredette. 
The resulting sixty-one question instrument was 
subjected to the Spearman-Brown formula. Using the 
split-halves method, the test received a whole test 
reliability coefficient of .79. The test was administered 
to all subjects at the beginning and end of the training 
program. The test required the trainees to agree or 
disagree with each item in a Likert Scale, six point 
fashion, (see Appendix C). The post-test results were 
compared with pre-test results for two purposes: a) to 
measure the change in cognitive and affective skills of 
facilitation of a patient education program and b) to 
determine strengths and weaknesses of the training design. 
Locus of Control Scale 
The Nowicki-Strickland Locus of Control Scale (1972), 
is a paper-and-pencil measure consisting of 40 questions 
that are answered either yes or no. This form of the 
measure was refined from a 102 item scale based upon 
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Rotter definition of the internal-external control of 
reinforcement dimension. The questions describe 
reinforcement situations across interpersonal and 
motivational areas such as affiliation, achievement and 
dependency (see Appendix C). Sample questions are. Do you 
believe that you can stop yourself from catching a cold? 
and Do you think that people can get their own way if they 
just keep trying? 
Split-half internal consistency coefficients range from 
.63 to .81 and Test-Retest reliability estimates range from 
.66 to .71. The authors state that a significant 
correlation exists between their adult scale and the more 
tested Rotter Internal-External Control Scale, thus further 
supporting the construct validity (Nowicki and Strickland, 
1972). 
Self-Evaluation Form 
In addition to the two before and after instruments, 
one form was used only at the end of the training. The 
self-evaluation form consisted of 20 content areas deemed 
necessary for the implementation of the program (see 
Appendix C). The 20 items covered the six skill topics 
tested in the pre-post test with the exception of the two 
attitudinal subgroups. 
Shadow controls were set by the two trainers, one 
member of the program development committee and the American 
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Cancer Society administrator in charge of the program. 
Collectively they established the minimal acceptable level 
in each of the six skill topics. The form asked the 
trainees to rate themselves in each area on a five point 
scale. The comparison with the shadow controls as described 
by Rossi and Freeman (1982). were used to evaluate the 
impact of the entire recruitment program. Recruitment 
program, in this work, refers to the identification and 
training of potential facilitators. 
Treatment 
^ ^ ft 8 Design and Methodology 
The training format was organized into a one-day 
training experience that was to familiarize trainees with 
the program and orient them to their relationship within the 
American Cancer Society (see Appendix D). The training 
program included these five sections: 
1. A history of the program’s development and initial 
needs assessment that initiated the program. 
2. The program’s objectives. 
The organizational structure of the American Cancer 
Society. 
Leader Responsibilities. 4. 
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5. Phases of Program Development. 
a. Needs Assessment 
b. Program Planning 
c. Program Implementation 
d. Program Evaluation 
e* Program Revision 
The sequence of these learning experiences was 
determined to further ground the commitment of the trainees 
to the concepts of the program, rather than to rigid and 
strict program content. The themes of socio-emotional 
support, program flexibility, and personal empowerment are 
the cornerstone of the Living with Cancer program. 
The first four sections of the training program are 
self-explanatory. The Five Phases of Program Development 
will be detailed further. This section reiterates the 
driving dynamism of problem solving theory. Under the first 
subsection, Needs Assessment, trainees were instructed to 
use a seven step procedure that would involve community 
referral sources and gather potential membership data. This 
procedure is very important in establishing a supportive 
environment for the program to reach fruition. The 
preliminary assessment for measuring a community’s need is 
composed of the following questions: 
1. How receptive is the local medical institition(s) to 
accepting the Living with Cancer program? 
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2. What is the attitude of key referral professionals to 
the development of a patient education program? 
3. Have there been other similar groups in the past? If 
so, what happened to them? 
4. Are there cancer support groups in the area? 
5. What are the community resources for cancer patients? 
6. What are the demographics of the area's cancer patient 
population? 
7. How many people can be anticipated to express an 
interest in attending? 
In the second subsection, Program Planning, trainees 
were provided with practical knowledge and materials 
relative to program preparation and initiation. Information 
about equipment needs, publicity, registration, 
professional/community resource recruitment, and material 
requisition was presented along with various publicity 
items. The personal needs assessment that each patient 
would complete at the beginning of the program was also 
reviewed. 
Included in this subsection was the notification of 
intent letter addressed to the Division Service and 
Rehabilitation Department. The purpose of this letter is to 
reserve needed video tapes and printed material and to 
maintain program accountability. 
The next subsection, Program Implementation, was the 
longest and presented the five suggested sessions of the 
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a 
b 
Living with Cancer program Each session contains stated 
goals and objectives, and gives a sugary of each session. 
The preparation and materials needed are all delineated as 
well as the tentative agenda for each session. At this time 
the guidelines that facilitators were to use were explained. 
The general guidelines are as follows: 
Complete all steps in the previous phases 
equipment?0^ ^ »f a if ma^ials and 
C' the^sessiorw ^ 8Peake" 88*#ral “aTs P^or to 
d. Opening suggestions: 
c?asseaCA1ieSSi°n “ith 3 £oll°w-up to the last 
whfrh' -kllu PartlclPants time to ask questions 
phich ^ght have developed during the week. 
Proceed by reviewing the agenda for the present 
session and continue as planned. 
e. Closing suggestions: 
The conclusion section of each session should 
include a brief summary of the content, a verbal 
and written evaluation of the class, a description 
of the resources available relating to the 
particular topic covered and a preview of the topic 
r°r.the next session. This allows participants to 
begin thinking about the topic in relation to their 
personal needs. 
f. A special note cautioned the trainees: 
This program can be very emotionally charged. 
Audiovisual presentations can bring up many issues 
for participants. Leaders must be sensitive to the 
reactions of people in the class, offering 
additional support and follow—up where necessary. 
The five sessions of the Living with Cancer Program were 
also outlined. Descriptions of the goals and content of 
each of the sessions were reviewed. The five sessions are 
entitled : 
1. Acknowledgement of Needs Related to Living with Cancer 
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2. Medical Information on Cancer 
3. Stress Reduction and Exploration of Psychosocial Issues 
4. Support Systems 
5. Community Resources 
The fourth subsection of the phases of program 
development centered on the evaluation methods of the 
program. The Living with Cancer program is a flexible 
format designed to be adapted to meet the needs of diverse 
groups of participants. Trainees were told that only 
through thorough evaluation can effective program change be 
determined. Two evaluation instruments and their rationale 
were presented at this stage. The class evaluation that 
each member is asked to complete at the end of each session 
was included as well as the Leader Summary Form designed to 
gather information regarding the actual operation of the 
program. This latter form will be used to disseminate 
information concerning the total operation of the program to 
all facilitators. 
The last subsection, Program Revision, stated to the 
trainees that they would have an important involvement in 
augmenting the ongoing program model, so that it could 
better meet the needs of both future facilitators and 
members. This will be accomplished by yearly meetings and 
compilations of the leader summary forms. 
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Summary 
This chapter describes the population and procedures 
utilized in conducting the study of the efficacy of a 
training program for the Living with Cancer program. 
Beginning with the focal hypotheses, the following sections 
detail the demographics of the trainees and establishes 
their suitability for participation in the training program. 
The plan for collecting data included the use of a pre—post 
test, the Nowicki—Strick1and Locus of Control Scale and a 
self evaluation form. This last form consisted of salient 
knowledge areas and a shadow control was established by 
asking four people of high expertise to complete this form 
in terms of acceptable competency levels. 
The treatment course and content were next elaborated. 
The five sections of the training program were outlined with 
a major emphasis on the Phases of Program Development. 
Trainees were exposed to a historical and motivational 
grounding of the program followed by organizational and 
programmatic information. The treatment concluded on the 
necessity of program evaluation and future revision. 
In the following Chapter, the gathered data is 
presented and reviewed statistically. In the last chapter 
interpretations, recommendations and future directions will 
be detailed that are based on this data analysis and the 
review of the literature presented in Chapter II. 
chapter iv 
RESULTS AND ANALYSIS OF DATA 
Introduction 
This chapter presents the computational methods used to 
analyze the data collected from twenty-four trainees by 
means of the three non-directional instruments described in 
the last chapter, namely, the pre-test and post-test, the 
Locus of Control Scale and a self-evaluation form. The 
generated data in this study was subjected to two 
statistical procedures. The results of each instrument were 
first submitted to a comparison of the means by t-test 
ratios. This application produced the nominal variates that 
that determine the performance of the training event and 
specified the level of adequacy for the entire recruitment 
process . 
Secondly, the Pearson product-moment correlation 
coefficient was obtained to help assess the strength of the 
relationship between the various instruments. This analysis 
made it possible to comprehend better the extent to which 
performance on the measure of educational achievement was 
related to personality measures. 
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Pre-Test and Post-Test- 
The same instrument was used for the pre- and post-test 
(see Appendix C). The test was criterion-referenced to 
eight content areas being evaluated. The pre-test was 
administered immediately prior to the beginning of the 
training session, subsequently, the post-test was completed 
upon the close of the eight hour session. Student’s t test, 
was used to find the ratio among the difference between 
means and its estimate of standard error was determined. 
Raw data was used to confirm the level of significance, the 
formula used for the analysis of the entire pre-test and 
post-test and for the analyses of the eight subgroups is: 
X1 - X2 
t = 
Sx^ - SX2 
The formula reads, t ratio is equaled to the variance of the 
means divided by the standard error. 
Entire Test 
The six answer categories (-3 to +3), were converted to 
a six point scale. Each question was given a positive or 
negative valence (see Appendix E) , thus, all scores fell 
between the parameters of zero and three hundred sixty-six 
points. Mean test scores for the entire sample at each data 
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collection point were as follows: pre-test, 266.2; 
post-test, 282.3. The raw mean scores of the total test for 
each trainee is presented in Table 3. 
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TABLE 3 
PRETEST, POSTTEST SCORES 
Trainee 
PRETEST 
RAW X 
POSTTEST 
RAW X RAW 
Dif 
Y 
1 260 4.26 279 4.57 19 0 2 278 4.56 297 4.87 19 
• « 
0 
3 238 3.90 264 4.33 26 
• « 
J 4 254 4.16 279 4.57 25 
• * 
l 5 276 4.52 288 4.72 11 0 6 252 4.13 258 4.23 6 1 7 248 4.07 277 4.54 29 i 8 258 4.23 283 4.64 25 . 1 9 284 4.66 282 4.62 
-2 _ ( 10 266 4.36 282 4.62 16 .; 11 278 4.56 288 4.72 10 12 267 4.38 286 4.69 19 13 279 4.57 302 4.95 23 14 275 4.51 292 4.78 17 .: 
15 246 4.03 276 4.52 30 . < 
16 271 4.44 282 4.62 11 
17 262 4.29 282 4.62 20 .: 
18 260 4.26 287 4.70 27 . < 
19 277 4.54 280 4.59 3 . i 
20 276 4.52 277 4.54 1 .( 
21 271 4.44 269 4.40 -2 -. ( 
22 252 4.13 301 4.93 49 .i 
23 283 4.63 289 4.73 6 .: 
24 277 4.54 275 4.51 -2 
X 
* n i \ nn i 
266.2 4.36 282.3 4.63 + 16.1 + .27* 
The baseline data from the pre-test revealed that all 
the trainees possessed at least a 65 percent understanding 
of the knowledge being tested. The upper limit was a raw 
score of 284 points representing the 78th percentile. On 
the post test, the lower limit of the sample was 258 points 
and the upper limit was now 302 points, the 70th percentile 
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and 83rd percentile respectively. The mean increase of 16.1 
points was found to be significant at the 99.99 percent 
confidence limits [0.01>P>0.001]. 
Only three trainee’s showed a decrease in score, all 
three scores were reduced by 2 points. This reduction is 
within the first standard deviation and represents no 
significant decrease. On the other hand, one score realized 
a 49 point increase which was significant [.05>P>.01], 
Clearly, this review of the pre-test, post test analysis 
indicated that the trainees possessed moderate or better 
understanding of the program's goals, content, method, and 
intent prior to the training and yet, twenty-one trainee’s 
experienced an increase in their understanding. While these 
statistics are impressive, they can be obfuscating because 
they conceal specific goals of the training event that were 
not realized. Tables 4 through 11 represent the 
significance level of the eight discrete variables. 
Analysis of the Eight Variables 
Rather than doing a detailed analysis of the entire 
test in terms of specific questions that were increased, 
diminished, constant, or perfect, this analysis focused on 
the eight variables composing the pre-test, post-test 
instrument. This treatment rendered specific data relative 
to each skill area. 
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Knowledge Area: The Cancer Experience. As can be seen 
in Table 4, trainees knowledge about the medical, 
psychological and social needs of the cancer patient did not 
change much. Trainee's pre test scores for this six 
question factor ranged from twenty points to a perfect score 
of thirty six points. The mean of 29.3 represented an 
eighty-one percent knowledge level. The average question 
level of 4.88 placed this area as the third best known for 
the trainees collectively. 
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TABLE 4 
VARIABLE #1 
KNOWLEDGE ABOUT THE CANCER EXPERIENCE 
PRETEST POSTTEST 
TRAINEE 
1 
RAW 
21 
RAW RAW 
DIF 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
27 
30 
31 
30 
27 
26 
31 
31 
27 
35 
29 
30 
30 
28 
33 
22 
36 
33 
27 
30 
31 
31 
28 
4.5 
4.3 
5.2 
5.2 
4.5 
5.8 
4.8 
5.0 
5.0 
4.7 
5.5 
3.7 
6.0 
5.5 
4.5 
5.0 
5.2 
5.2 
4.7 
27 
28 
26 
30 
33 
24 
27 
33 
31 
22 
35 
31 
26 
36 
28 
34 
24 
31 
33 
29 
27 
34 
30 
29 
4.5 
4.7 
4.3 
5.0 
5.5 
4.0 
4.5 
5.5 
5.2 
3.7 
5.8 
4.5 
4.3 
6.0 
4.7 
4.8 
4.5 
5.7 
5.0 
4.8 
+ 6 
+ 1 
-4 
-1 
+ 3 
-3 
+ 1 
+ 2 
0 
-5 
0 
+ 2 
-4 
+ 6 
0 
+ 1 
+ 2 
-5 
0 
+ 2 
-3 
+ 3 
-1 
+ 1 
+ 1. 
+ 
+ , 
+ 
+ 1 • 
+ • 
+ • 
+ • 
+ • 
+ .1 
29.3 4.883 29.46 4.91 +.16 +.027* 
*not significant 
The post-test scores indicate a small mean difference 
of +.16 that is not significant. The response mean for the 
post-test is 4.91 and did reposition this area into the 
fourth area that trainees felt mastery over. While twenty 
scores varied from their pre-test, no scores were 
significantly altered. The low score of 22 points 
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represents a sixty-one percentile and the mean score of 
29.46 points equals 82 percent level of understanding. As 
in the pre-test there was only one perfect score. 
Attitude Area: Health Professionals. How realistic 
were the trainees’ attitudes toward health professionals and 
the role of the patient in treatment planning was measured 
by a seven question section that is graphically represented 
in Table 5. With one of the lowest pre-test average 
question response, the response mean of 4.107 marked this 
category as the third lowest content area. Not one perfect 
score for the entire section was noted. The lowest score of 
24 points correlated to the fifty-seventh percentile and the 
high score of 37 points represented the eighty eight percent 
level. 
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TABLE 5 
VARIABLE #2 
ATTITUDES TOWARD HEALTH PROFESSIONALS 
PRETEST POSTTEST DIF 
TRAINEE RAW X RAW X RAW X 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
29 4.14 32 4.29 + 1 + .15 32 4.57 33 4.71 + 1 + .14 
29 4.14 27 3.86 
-2 
-.28 
32 4.57 29 4.14 
-3 
-.43 
25 3.57 31 4.43 + 6 + .86 
28 4.0 28 4.0 0 0 
25 3.57 26 3.71 + 1 + .14 
27 3.86 26 3.71 
-1 
-.15 
28 4.0 25 3.57 
-3 
-.43 
29 4.14 30 4.29 + 1 + .15 
25 3.57 27 3.86 + 2 + .29 
26 3.71 30 4.29 + 4 + .58 
37 5.29 32 4.57 -5 -.72 
24 3.43 30 4.29 + 6 + .86 
30 4.29 28 4.0 -2 
-.29 
34 4.86 36 5.14 + 1 + .28 
25 3.57 26 3.71 + 1 + .14 
31 4.43 32 4.57 + 1 + .14 
26 3.71 27 3.86 + 1 + .15 
34 4.86 31 4.43 -3 -.43 
30 4.29 29 4.14 -1 -.15 
32 4.57 29 4.14 -3 -.43 
26 3.71 27 3.86 + 1 + .15 
26 3.71 29 4.14 + 3 + .43 
28.75 4.107 29.08 4.154 + .33 +.047* 
*not significant 
The post-test revealed that the comparison of means for 
this variable was not significant. In fact, the actual 
change in the mean difference was the second lowest change 
of the eight variables tested by this instrument. While the 
low score was 25 points, the high score was diminished by 
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one point. This density of scores on administrations for 
this variable suggested the firmness of the feelings that 
these subjects hold relative to health care personnel. This 
category changed from the third lowest area of trainees' 
mastery to the second lowest level. 
Skills and knowledge area: stress reduction. Trainees 
were tested for their knowledge about stress reduction and 
their capacity to facilitate a simple relaxation technique. 
Four questions tapped this variable. The results of this 
analysis appears in Table 6. The pre-test indicated a high 
rating by the trainees. The response mean of 5.08 was the 
strongest for any of the eight pre-test variables. Five 
trainees indicated optimal knowledge and understanding of 
stress reduction methods. On the other hand, the low raw 
score of 8 equaled the thirty-three percentile and is the 
single lowest score present in the entire collection. 
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TABLE 6 
VARIABLE #3 
KNOWLEDGE OF STRESS REDUCTION 
PRETEST POSTTEST DIF 
TRAINEE RAW X RAW X RAW x 
1 22 5.5 23 5.75 + 1 . 25 2 22 5.5 23 5.75 + 1 
. 25 3 16 4.0 19 4.75 + 3 
.75 4 17 4.25 18 4.5 + 1 .25 
5 21 5.25 22 5.5 + 1 .25 
6 19 4.75 15 3.75 
-4 
-1.0 
7 8 2.0 12 3.0 + 4 1.0 
8 24 6.0 24 6.0 0 0 
9 22 5.5 23 5.75 + 1 .25 
10 18 4.5 20 5.0 + 2 .5 
11 24 6.0 22 5.5 -2 
-.5 
12 23 5.75 24 6.0 + 1 .25 
13 17 4.25 22 5.5 + 5 1.25 
14 24 6.0 24 6.0 0 0 
15 18 4.5 24 6.0 + 6 1.50 
16 23 5.75 19 4.75 -4 
-1.0 
17 21 5.25 21 5.25 0 0 
18 23 5.75 24 6.0 + 1 . 25 
19 19 4.75 20 5.0 + 1 .25 
20 23 5.75 24 6.0 + 1 .25 
21 24 6.0 24 6.0 0 0 
22 24 6.0 24 6.0 0 0 
23 16 4.0 18 4.5 + 2 .5 
24 20 5.0 21 5.25 + 1 + .25 
X 20 .33 5.08 21. 25 5.31 + .91 + .23* 
*not significant 
While the t score did not share the same propensity for 
extremes, the raw data of the post test revealed eight 
perfect scores and was the second highest rated variable in 
this analysis. The raw data suggested that twenty-two 
subjects felt comfortable about their knowledge of applying 
103 
stress reduction techniques as indicated by a 75 percent 
rating or better. 
Attitudes, skills and knowledge areas: program goals 
and philosophy. This ten question section measured trainees' 
understanding and acceptance of the principles undergriding 
the fluid superstructure of this patient education program. 
Concepts concerning andragogic practices and the program's 
themes were tested. The resultant data are presented in 
Table 7. The pre-test scores again indicated a high level 
of prior knowledge concerning the themes and methods of the 
program. The average item response was 4.59 points 
equivalent to the 76 percent competency level. The 
a88regate lower limit for this variable was 36 points which 
represented the sixtieth percentile. At the upper level, 55 
points signified the ninety-first percent level. 
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TABLE 7 
VARIABLE #4 
UNDERSTANDING OF PROGRAM GOALS AND PHILOSOPHY 
PRETEST POSTTEST DIF 
TRAINEE RAW X RAW X RAW x 
1 
2 
3 
43 
46 
36 
4.3 
4.6 
3.6 
48 
55 
46 
4.8 
5.5 
4.6 
+ 5 
+9 
+ 10 
.5 
.9 
1.0 4 43 4.3 54 5.4 + 11 1.1 5 48 4.8 52 5.2 + 4 .4 6 44 4.4 50 5.0 + 6 .6 7 48 4.8 52 5.2 + 4 .4 
8 45 4.5 43 4.3 
- 2 
-.2 
9 49 4.9 50 5.0 + 1 . 1 
10 46 4.6 52 5.2 + 6 .6 
11 50 5.0 50 5.0 0 0 
12 47 4.7 48 4.8 + 1 . 1 
13 42 4.2 50 5.0 + 8 .8 
14 47 4.7 53 5.3 + 6 .6 
15 38 3.8 45 4.5 + 7 .7 
16 50 5.0 54 5.4 + 4 .4 
17 40 4.0 49 4.9 + 9 .9 
18 42 4.2 54 5.4 + 8 .8 
19 50 5.0 48 4.8 - 2 -.2 
20 55 5.5 50 5.0 - 5 -.5 
21 53 5.3 57 5.7 + 4 .4 
22 42 4.2 51 5.1 + 9 .9 
23 49 4.9 52 5.2 + 3 .3 
24 50 5.0 50 5.0 0 0 
X 45 .96 4.596 50. 5 5.05 4.54 .454* 
*.01>£>.001 
The post test scores indicated an increase of .45 points 
for the average question response which was significant at 
the ninety-ninth and nine-tenths percent mark [ .01>P>.001]. 
No perfect scores were reached on the post test, but the 
mean of 5.05 points indicated a strong understanding of this 
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content area. This was the third strongest area of mastery 
for the group at the end of the training. 
Knowledge area: organizational expectations. To what 
extent was the trainee’s comprehension of the organizational 
supports and their future role responsibilities altered by 
the training was answered by this five question section. 
Table 8 numerically describes this variable. The upper 
range on the pretest was crowned with two perfect scores and 
the lower level was 13 points, or the forty-third 
percentile. The pre-test question mean of 4.96 points 
places this variable in the second ranked position for areas 
known prior to training. 
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TABLE 8 
VARIABLE #5 
COMPREHENSION OF ORGANIZATIONAL EXPECTATIONS 
TRAINEE RAW 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
27 5.4 29 5.8 + 2 4 29 5.8 29 5.8 0 o 27 5.4 30 6.0 + 3 6 25 5.0 29 5.8 + 4 
. 8 29 5.8 30 6.0 + 1 
28 5.6 27 5.4 - l 
_ 2 
24 4.8 27 5.4 + 3 
. 6 20 4.0 27 5.4 + 7 1.4 28 5.6 28 5.6 0 0 
24 4.8 24 4.8 0 0 
19 3.8 30 6.0 + 11 2.2 23 4.6 30 6.0 + 7 1.4 
23 4.6 30 6.0 + 7 1.4 
25 5.0 28 5.6 + 3 .6 
21 4.2 25 5.0 + 4 .8 
30 6.0 29 5.8 
- 1 
-.2 
30 6.0 29 5.8 
- 1 
-.2 
27 5.4 28 5.6 + 1 .2 
25 5.0 24 4.8 
- 1 - .2 
20 4.0 29 5.8 + 9 1.8 
24 4.8 22 4.4 
- 2 -.4 
13 2.6 26 5.2 + 13 2.6 
27 5.4 28 5.6 + 1 .2 
28 5.6 29 5.8 + 1 .2 
X 24.83 4.96 27.79 5.53 + 2.96 +.57* 
*.05>P>.02 
In the post-test there are noted five perfect scores 
and a vastly increased lower limit of 22 points, which 
signified a seventy-three percent mutual understanding 
between the sponsor and the trainees in relation to the 
organizational expectations. The individual response mean 
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of 5.53 points was significantly different from the pre-test 
mean [.05>P>.02]. At the end of the training, subjects 
considered this variable as their most comprehended content 
area. 
Attitude and skill area: program preparation and 
implementation. This eight question section described the 
level of capability of each trainee in establishing a viable 
patient education program in their community. The response 
levels of the pre and post measurements are detailed in 
Table 9. The sample population parameters for the pretest 
were 40 points and 25 points, the eighty—third and 
fifty-second percentile respectively. The question mean of 
4.07 points identified this variable at the second lowest 
level of mastery by the collective sample. 
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TABLE 9 
VARIABLE #6 
UNDERSTANDING OF PROGRAM PREPARATION AND IMPLEMENTATION 
PRETEST POSTTEST DIF 
TRAINEE RAW X RAW X RAW X 
1 34 4.25 34 4.25 0 o 2 40 5.0 42 5.25 2 
. 25 3 26 3.25 30 3.75 4 
. 50 4 31 3.875 33 4.125 2 
. 25 5 38 4.75 39 4.875 1 
. 125 6 32 4 33 4.125 1 
.125 7 35 4.375 38 4.75 3 
.375 8 33 4.125 40 5.0 7 
.875 9 33 4.125 35 4.375 2 
. 25 
10 37 4.625 39 4.875 2 
. 25 
11 39 4.875 40 5.0 1 
.125 
12 28 3.5 33 4.125 5 
.625 
13 32 4.0 41 5.125 9 1.125 
14 32 4.0 31 3.875 
-1 
-.125 
15 31 3.875 33 4.125 2 .25 
16 30 3.75 33 4.125 3 .375 
17 28 3.5 34 4.25 6 .75 
18 30 3.75 32 4.0 2 .25 
19 37 4.625 38 4.75 1 .125 
20 30 3.75 32 4.0 2 .25 
21 25 3.125 26 3.25 1 .125 
22 25 3.125 34 4.25 9 1.125 
23 39 4.875 39 4.875 0 0 
24 37 4.625 34 4.25 -3 -.375 
X 32.58 4.07 35.12 4.39 + 2.54 + .32* 
*.1>P>.05 
The t ratio score was significant for the difference 
between the means of the pre and post measures. The level 
of significance was at the ninety-ninth percent level of 
confidence [.1>P>.05]. The upper limit score of the post 
test was 42 points, the lower limit was 26 points and the 
mean score was 35.12 points representing the seventy-third 
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percentile. The average question response of the post test 
was 4.39 points which shifted the position of this variable 
to that of third least understood area. 
Attitude, skill and knowledge area: group leadership. 
This was a twelve question cluster that assessed the 
trainees’ level of group skills and knowledge of group 
practices. Table 10 presents in descriptive form the data 
generated by this variable. The data of the pre-test 
appeared to be average, with no great outer limits or 
exceedingly high or low mean question response levels. 
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TABLE 10 
VARIABLE #7 
GROUP LEADERSHIP ABILITIES 
Pretest Posttest Dif 
Trainee Raw X Raw X Raw X 
1 54 4.5 57 4.75 3 
. 25 2 53 4.42 57 4.75 4 
. 33 
3 48 4 53 4.42 5 
.42 
4 44 3.67 48 4 4 
.33 
5 55 4.58 56 4.67 1 
.9 
6 52 4.33 50 4.17 -2 
-.16 
7 48 4 56 4.67 8 .67 
8 43 3.58 50 4.17 7 
.59 
9 49 4.08 51 4.25 2 .17 
10 52 4.33 53 4.42 1 .9 
11 50 4.17 51 4.25 1 .8 
12 53 4.42 54 4.5 1 .8 
13 54 4.5 51 4.25 -3 .25 
14 57 4.75 57 4.75 0 0 
15 44 3.67 52 4.33 8 . 66 
16 42 3.5 51 4.25 7 .75 
17 53 4.42 54 4.5 1 .8 
18 45 3.75 51 4.25 6 .5 
19 51 4.25 51 4.25 0 0 
20 57 4.75 58 4.83 1 .8 
21 50 4.17 51 4.25 1 .8 
22 47 3.92 55 4.58 8 .66 
23 59 4.92 59 4.92 0 0 
24 45 3.75 45 3.75 0 0 
X 50.2 4.18 52. 958 4.413 +2.758 + .23* 
* .1>P>.05 
The post-test < data revealed that while there was a 
significant change between the mean differences at the 
nintieth-ninth percent level [.1>P>0.05], the upper limit of 
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the section was only 59 points or the eighty second 
percentile. This maintained its status as the fifth most 
understood variable. 
Attitude area: cancer patients. The nine questions 
composing this variable measure were designed to evaluate 
the attitude each trainee holds toward people who have 
cancer. Statistical enumeration of the data is presented in 
Table 11. The pre-test scores indicated that collectively 
the trainees rated their attitudes toward cancer patients at 
a mean response score of 3.824 points equivalent to the 63th 
percentile. On the whole, this was the lowest response 
ascribed to any variable on the pre-test. 
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TABLE 11 
VARIABLE #8 
ATTITUDES TOWARD CANCER PATIENTS 
TRAINEE 
PRETEST 
RAW X RAW 
~POSTTEST 
X RAW 
DIF 
Y 
1 30 3.33 31 3.44 1 
A 
11 2 29 3.22 30 3.33 1 11 3 26 2.89 33 3.67 7 
. 78 4 31 3.44 38 4.22 7 
. 78 5 30 3.33 25 2.77 
-5 
-.56 6 23 2.56 31 3.44 8 
. 88 7 34 3.78 39 4.33 5 
. 55 8 35 3.89 40 4.44 5 
. 55 9 44 4.89 39 4.33 
-5 
-.56 10 38 4.22 42 4.67 4 
. 45 11 36 4.0 33 3.67 
-3 
-. 33 12 38 4.22 36 4.0 
-2 
. 22 13 44 4.89 50 5.56 6 .67 14 36 4.0 33 3.67 
-3 
-.33 15 36 4.0 41 4.56 5 .56 16 29 3.22 26 2.89 -3 
-.33 
17 43 4.78 45 5.0 2 .22 
18 26 2.89 35 3.89 9 1.0 
19 36 4.0 39 4.33 3 .33 
20 30 3.33 24 2.67 
-6 
-. 66 
21 35 3.89 32 3.56 -3 
-.33 
22 38 4.22 48 5.33 10 1.11 
23 36 4.0 36 4.0 0 0 
24 43 4.78 38 4.22 -5 -.56 
X 34. 416 3.824 36. 0 4.0 +1.584 +.176* 
* not significant 
The post-test data did not possess the density of the 
other post-test score for attitudes toward health 
professionals but it does present the tenacity of the 
previous value as represented by a mean item score 36.0 
points. The average response score for the post-test of 4.0 
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points cemented its standing as the lowest item mean of all 
the post-test measures. 
Composite scores of the eight variables. Table 12 is a 
graphic representation of the eight variables and the total 
test mean response difference between the pretest and the 
post test. The graph allows for a comparison of the eight 
variables at one glance. Areas of most mastery prior to the 
training and after training are clearly evident, as are 
areas of marked change. 
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The forty item scale developed by Novicki and 
Strickland, was administered to all trainees during the 
initial and concluding batteries. Table 13 presents the 
data identified via this application. Pre-test data 
indicated a raw score of 8.58 points. This low score 
signified a high degree of internal orientation on the part 
of the trainees. This data implied a strong degree of 
feeling in control over one's personal environment. 
TABLE 13 
LOCUS OF CONTROL RESPONSES 
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x 8.58 8.16 - .25* 
* . 05>P> .01 ~ —- 
Table 13 depicts the difference in means in regard to 
perceived internal and external locus of control. The mean 
difference for the two scores was significant at the 
ninety-five percent level of confidence [0.5>P>0.01]. Six 
individuals scored the same on the post test as they did on 
the pre-test. Seven trainees’ score increased. Four at one 
point and three at two points, of the remaining eleven 
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subjects who scores decreased, one experienced a four point 
decrease, one had a three point decrease, four had two point 
decreases and five were at negative one point. Post-test 
scores indicated a strong move toward the internal pole of 
the continuum existing between internality and externality 
for this group of trainees. 
The Self-Evaluation Form 
Trainees were asked at the end of the training session 
to rate their level of comprehension of six skill and 
knowledge variables. The two attitudinal variables that 
measured the trainees’ feelings toward health professionals 
and cancer patients were dropped from the self-evaluation 
form because of the subjective nature of these values. The 
remaining six variables were correlated to the average mean 
of the shadow controls. 
The control data was gathered from four members of the 
original program development committee. Rossi and Freeman 
(1982), describe "shadow control" as a conclusion or 
construction based on the expert's understanding of the 
processes involved. Shadow control means were established 
for each variable and the entire self-evaluation form. 
Table 14 presents the means for the shadow control group and 
the trainee sample, and the necessary data to establish the 
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t ratio for each variable. (See Apendix E for a grouping of 
responses of the self evaluation form). 
TABLE 14 
SHADOW CONTROLS AND SELF EVALUATION RATINGS 
Variable # 
1 
2 
3 
4 
5 
6 
7 
* .05>P>.01 
TraineesShadow Dif. SE 
X Score Control 
3.94 
3.48 
3.70 
3.92 
4.44 
4.19 
3.95 
3.75 
.19 
3.0 
.48 
4.25 
-.55 
3.94 
-.02 
4.16 
.28 
4.3 
-.11 
3.96 .01 
.17 .02 
.21 .27 
.16 -.71* 
.016 -.036 
.17 .11 
.12 -.32 
.01 .1 
Legend 
1 - General Knowledge 
2 - Stress Reduction Techniques 
3 - Program Goals 
4 - Preparation and Implementation 
5 - Organizational Expectations 
6 - Group Skills 
7 - Total Form 
As can be seen from the table, only the difference in 
the program goals variable was significant at the 
ninety-five percent level [.05>P>.01], and this was lower 
than the shadow control mean. 
For the first variable, General Knowledge, six 
trainees rated their grasp of the psycho-social aspects of 
cancer below the levels set by the experts. Three rated 
their knowledge level as commensurate with the shadow 
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control, while fifteen trainees expressed greater confidence 
in this area as compared to the the shadow control level. 
The second variable of knowledge regarding Stress 
Management also identified nine trainees whose self-scores 
either were equal to or less than the shadow control mean. 
This meant that twenty trainees possessed an acceptable 
level of understanding in relation to stress control. 
The assessed level of comprehension of the Program 
Goals was quite lower than the shadow control. Seventeen 
trainees reported a smaller level of understanding than the 
mean of the shadow group. The high level of 4.25 points by 
the experts may be a factor which caused such a large 
discrepancy. This was the only significant difference for 
the six variables measured [,05>P>.01], 
For the Program Preparation and Implementation variable 
the trainees fell into two groups. Eleven subjects rated 
their capability as lower than the shadow control mean and 
thirteen trainees rated their capability as higher than the 
experts control levels. 
Raw score data for the level of accepting the 
Organizational Expectations indicated that while the mean 
for the trainees was greater than the mean of the experts, 
there were still nine trainees that rated themselves as 
possessing lower levels of understanding than the criteria 
established in the shadow controls. The remaining fifteen 
had scores that superseded the shadow control score. 
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The Group Skill variable had the highest shadow control 
mean. Eleven subjects signified their confidence in their 
group skills to be less than the level set by the experts. 
There were no same scores recorded and the difference 
between means was not significant. 
Correlational Data 
For the purpose of conducting a correlational analysis 
of the instruments the raw scores were converted to standard 
scores. Table 15 provides the results of the correlation 
coefficient procedures for five groupings, although all the 
instruments were correlated, only three were found 
significantly interrelated. 
TABLE 15 
INTERCORRELATIONS OF TEST MEASURES 
Instruments r- ■value Level of Significance 
Pre-test/Self Evaluation .49 .01 
Post-test/Self Evaluation -.1 NS 
LOC/Self Evaluation -.35 .02 
LOC/Pre-test .068 NS 
LOC/Post-test .577 .001 
As can be seen from Table 15, the pretest was 
signiicantly correlated with the trainees’ self-evaluation 
at the end of the session [p<.01]. The Locus of Control 
Scale administered prior to the training was correlated with 
the other three instruments. While no significant 
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correlation existed between the Locus of Control and the 
pretest questionnaire, there was a very strong positive 
correlation with the post-test responses. The Locus of 
Control scores were also negatively correlated with the 
self-evaluation form to a significant level [p>.02]. All 
other corrrelation coefficients were nonsignificant 
including the degree of change realized on the pre-post test 
and the degree of movement on the pre-post Locus of Control 
Scale. 
Summary 
This chapter presented statistically analyzed data 
collected from the pretest and posttest, the Locus of 
Control Scale and the self-evaluation form. The pre—post 
instrument tested trainees’ knowledge, skills and attitudes 
of eight variables, namely, general cancer information, 
attitudes toward health professionals, stress control theory 
and practice, program goals, organizational expectations, 
program preparation and implementation, group leadership 
ability and attitudes toward cancer patients. 
The Locus of Control scale specified the degree of 
perceived internal or external control regarding the 
trainee’s psycho-social environment, and the self-evaluation 
form measured six variables regarding program development 
and implementation. These six variables were the same as 
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those tested by the pre-test, post-test with the exception 
of the two attitudinal sections. The self-evaluation tool 
was also used by the creators of the program to indicate 
minimal acceptable levels for each of the six categories in 
the form of shadow controls. 
The group mean raw scores for the pre-test and 
post—test data showed a substantial increase in favor of the 
post-test, indicative that the trainees as a whole knew more 
about the skills, attitudes and knowledge areas covered by 
the training than they appear to have known prior to the 
session. Changes in four of the eight variables were 
significant and all in a positive direction. Trainees 
evidenced greater understanding in program goals, 
organizational expectations, program implementation and 
group skills as a result of their participation in the 
training event. While the other four variables did not 
decrease in mean scores, the difference was not significant. 
There was some evidence in the scores that some 
trainees came to the program with general background 
information similar to that which was presented at this 
training session. Scores on certain items and certain 
variables were perfect on the pre-test as well as on the 
post-test. 
The internal-external scale designed by Nowicki and 
Strickland was administered in a before and after procedure. 
The mean raw scores on both applications indicated a strong 
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degree of Internal loci of control for the trainees as a 
group further, the change in scores between the two 
administrations was also significant. This indicated that 
the type of information and values presented at the training 
did influence the trainees to become less externally 
oriented. 
The self-evaluation form measured six skill and 
knowledge variables and was compared to a shadow control. 
The groups’ overall evaluation of their skill level at the 
conclusion of the training event was just slightly below the 
collective score set by four experts. Specifically, the 
variables of general knowledge, stress theory, and 
organizational expectations, all indicated mean raw scores 
that exceeded those of the shadow controls. The variables 
of program implementation and group skills were slightly 
below the level set by the shadow control and the difference 
between the mean of the program goals variable and the 
shadow control was negatively significant. 
Correlational data was gathered for all the instruments 
used in this evaluation. Pre-test scores, post-test scores, 
pre Locus of Control scores, post Locus of Control scores, 
self-evaluation scores and changes made on the pre-post test 
and pre-post Locus of Control were all intercorrelated. 
Significance was found for only three of these groupings: 
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pre test and self-evaluation scores; pre- Locus of Control 
and self-evaluation scores; pre- Locus of Control and 
post-test scores. 
In the final chapter a more in-depth review of 
thesestatistical analyses as they relate to the goals and 
objectives of the training program will be presented. 
Strengths and weaknesses regarding the training event, the 
total volunteer selection process and the evaluation methods 
will also be delineated. The analysis appearing in this 
chapter will be the point of departure for an intense 
examination of the efficacy of this model. 
chapter V 
INTERPRETATION AND CONCLUSIONS 
Overview 
This chapter will review the intent and results of this 
study, describe the conclusions generated from the analysis 
and make recommendations for modifications of the procedures 
for future use. This chapter will conclude with the 
implications for volunteer recruitment and the suggestions 
for further research. 
Interpretation of Findings 
Training Objectives 
Concerning the achievement of the programmatic 
objectives as described in Chapter II, the data sufficiently 
indicated the relative level of performance on each measure 
of the training effort. Suchman (1967), describes 
performance evaluation as effect criteria measures that tell 
how much is accomplished relative to the immediate goal. To 
accomplish this inquiry, each training objective was 
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evaluated la ter.s of key variables that represented the 
gain or loss in the trainees' understanding of that concept. 
Figure 10 denotes which variables are associated with each 
objective. The most discrete aspects of this study are the 
programmatic objectives which will no„ be discussed. 
FIGURE 10 
VARIABLES MEASURING PROGRAMMATIC OBJECTIVES 
Objective Variables 
1. General Knowledge 
Attitudes toward Health 
Program Preparation and 
Attitudes toward Cancer 
Professionals 
Implementation 
Patients 
2. Program Goals 
Program Preparation and 
Group Skills 
Implementation 
3. Attitudes toward Health 
Stress Reduction 
Program Goals 
Group Skills 
Attitudes toward Cancer 
Professionals 
Patients 
4. General Knowledge 
Stress Reduction 
Program Goals 
Group Skills 
5. Organization Expectations 
Program Preparation and Implementation 
Group Skills 
6. Locus of Control 
Objective one. Identify and disseminate the necessary 
skills of participant recruitment. This objective and its 
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four components were concerned with the trainees' 
performance on the measures of general knowledge, program 
preparation and implementation, attitudes toward health 
professionals and attitudes toward cancer patients. Table 
16, presents the mean response for these four variables. 
TABLE 16 
MEAN RESPONSE FOR VARIABLES COMPOSING OBJECTIVE 1 
VARIABLE 
PRETEST 
X 
POSTTEST 
X Dif S i e . General Knowledge 
Attitudes toward 
4.883 4.91 
.027 NS 
Health Professionals 
Program Preparation 
4.107 4.154 
.047 NS 
and Implementation 
Attitudes toward 
4.07 4.39 .32 
. 1>P>.0 
Cancer Patients 3.824 4.0 
.176 NS 
The two attitudinal categories deserve special mention. More 
ambivalence was demonstrated by the trainees toward these two 
attitudinal measures than toward any other set of variables. 
Attitudes regarding cancer patients wereconsistently identified 
as the single, lowest scored section of each administration. 
Attitudes concerning health professionals and the quality of 
patient education presently being provided were also constricted 
Attitudes, as Asch (1952), Campbell (1963), Festinger 
(1957), Lewin (1947), Lippit (1949), and Rokeach (1966), tell us 
are central parts of the personality system and of the social 
system that performs important functions in helping the person 
cope with the demands that are imposed from within and without. 
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Because attitudes 
a personal sense 
play such an enormous role in maintaining 
of homeostasis, it would appear unlikely 
that a substantial change would be the outcome of this 
training event. Further, given the operational decision 
made prior to the training event by the program directors to 
highlight programmatic information, this outcome would be 
highly unlikely. The subjects themselves presented as 
having extensive personal and professional relationships 
with cancer patients, so the development of their attitudes 
in these areas is deeply rooted in their social milieu. 
The subject’s background and level of education may 
also be used to interpret the density of the measured 
attitudes toward health professionals. Because they are 
quite knowledgeable of the realities of the healthcare 
delivery system, the low level of this score is more an 
evaluation of the profession as seen by social workers and 
nurses than it is an estimate of their attitudes toward the 
medical profession in general. The realities of their work 
may well have influenced their responses and confounded the 
intended measurement. 
The area of general knowledge of the cancer experience 
did not differ significantly between measurements, but it's 
pre-test score indicated a strong understanding of the 
emotional and social needs of the cancer patient. Again, 
occupation, education and family life patterns of this 
sample suggested that this high level is not surprising. It 
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can be inferred from these scores that in general the 
trainees possessed an acceptable level of understanding 
about the wide range of human behavior associated with the 
cancer experience. It is assumed that this knowledge will 
assist the trainees in recruiting potential group members. 
Finally, the questions asked in the program preparation 
and implementation section revealed a significant change in 
the pre-test and post-test measures. This area was 
effectively communicated via the training model. Given 
their aggregate mean on the post-test, the trainees appear 
to be sufficiently cognizant of the steps involved in 
preparing the community for the development and sustainment 
of the program. 
Collectively, these four scores indicated that the 
trainees were ready to assume the coordination of the 
recruitment and public relations activities inherent in the 
development of such a program. The trainees1 previous 
professional experience within the health care community 
will also ease the initial assessment of their prospective 
cachement area as they probably have personal relationships 
with major oncology practitioners in their locales. In 
addition, some trainees even have direct access to 
significant patient groups within their area. The more 
personal the relationship to the actual potential 
participants the higher the probability of reaching a 
critical group membership level and retaining a constant 
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source of referrals. The training event can take little 
credit for this outcome, however, it speaks very well for 
the recruitment program. 
Objective Two. Provid^escriptions and ..pH 
°i.adult education methodology This objective was measured 
by three variables of the pre-test, post-test instrument, 
specifically, program goals, program preparation 
and implementation, and group skills. Since all three 
variables marked a significant change between the pre-test 
and post-test mean it can be confidently stated that the 
training program was successful in conveying the theory and 
practices of andragogic methodology to this specific sample. 
The data presented in Table 17 suggested that the methods of 
adult education were integrated by the trainees. 
TABLE 17 
MEAN RESPONSE FOR VARIABLES COMPOSING OBJECTIVE 2 
VARIABLE 
Pre-test 
X 
Post-test 
X Dif Significance 
Program Goals 4.596 5.05 .454 
.01>P>.001 
Program Prepar¬ 
ation and Imple¬ 
mentation 4.07 4.39 .32 
.1>P>.05 
Group Skills 4.18 4.413 .23 . 1>P>.05 
Knowles (1975), identified andragogic methods as a 
unique body of theory and practices that included an 
emphasis on experiential techniques, and on engaging the 
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learner in active, self-directed inquiry, 
to further state, that those methods that 
Knowles goes on 
encourage learners 
to analyze their own experience and to take the initiative 
in seeking out new knowledge, understanding, skills. 
attitudes, or values tends to bring about increases in 
self-esteem. The training program was instrumental in 
disseminating knowledge about andragogic principles to the 
trainees. 
Objective three. Establish a thematical framework for 
the program. Of the five variables used to determine the 
efficiency of this objective only two were significant, 
namely, program goals and group skills. Table 18 depicts 
the numerical measurement of this objective. Questions 
composing the central variable of program goals were most 
directly related to the philosophical aspects of an adult 
patient education program. While the other four variables 
lend supporting evidence for the practical, as well as the 
theoretical acceptance of the programmatic themes of 
empowerment, hopefulness, independent and interdependent 
problem-solving, in addition to the importance of the 
co-facilitation model. 
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TABLE 18 
MEAN RESPONSE FOR VARIABLES COMPOSING OBJECTIVE 3 
VARIABLE 
Pre-test 
X 
Attitudes toward 
Health Profes- 
sionals 4.107 
Stress Reduction 5.08 
Program Goals 4.596 
Group Skills 4.18 
Attitudes toward 
Cancer Patients 3.824 
Post-test 
—^Dif Significance 
4.154 
.047 NS 
5.31 
.23 NS 
5.05 
.454 01>P>.001 
4.413 
.23 
. 1>P>.05 
4.0 
.176 NS 
Of the five measures, two dealt with the trainees’ 
attitudinal profiles and as previously stated experienced 
insignificant change. Trainee’s knowledge concerning the 
use of stress management theory as subject material and 
practice was tested by a four question variable. Both 
pre-test and post—test means are high and indicated a strong 
understanding of the utilization possibilities of relaxation 
techniques. 
Another confirmatory variable, groups skills, also 
reaffirmed the range of acquisition of objective three. 
Trainees’ scores on this variable on the average rose 
significantly indicating appropriate application of 
andragogic principles in facilitating a small group 
experience. The reason that this variable was viewed as 
secondary rather txian primary, was because this process of 
group work is the vehicle for actuating the themes, rather 
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than a strict emphasis on developing group leadership 
skills. 
It can be discerned from the statistics that while 
there appeared to be an increase in cognitive information 
regarding this objective, the emotional center of 
underlying attitudes was hardly touched. This again 
attested to the insufficient emphasis the training agenda 
placed on the two attitudinal aspects. On the other hand, 
significant increases in the primary variable, program 
goals, indicated that the motivational possibilities of the 
central themes of the program were transferred to the 
trainees . 
Objective four. Explain the nature of subject material 
and the rationale underlying its sequencing options. Four 
measures are combined to estimate the level of performance 
of this objective. The results are presented in Table 19. 
Two variables emphasized the content material and two probed 
the trainees' knowledge of small group management practices. 
The results indicated that the training event did not 
significantly increase the trainees' understanding of the 
content areas such as stress reduction and general knowledge 
about cancer, but that the flexibility inherent in an adult 
education model was realized to a significant level for the 
average trainee as evidenced by changes in the program goals 
and group skills variables. 
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Bedworth and Bedworth (1978), label the two major 
components of health education programs as being the 
educational process and the informational content. The 
educational process is predicated upon the findings and 
principles of the behavioral sciences. It should 
concentrate on the principles concerned with human 
motivation, developmental process, the nature of learning, 
individual potentials and expectations, and social health 
care . 
The informational content should provide accurate 
health information regarding problems that can be prevented, 
controlled and/or treated. The information, grounded in the 
research of the various health sciences, should assist the 
individual to make beneficial health decisions. 
The training program addressed both these components 
but chose to highlight the educational process of the 
program, based upon the assumption that factual information 
can be obtained on an individual basis outside the training 
situation. In this regard, the training was successful in 
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communicating the psycho-educational aspects of the program 
to the twenty-four trainees. 
Objective five. Identify and disseminate the necessary 
— ills of Pr°Rram development. Table 20 details the 
pertinent statistics of three variables that measured the 
effectiveness of this objective. All three, organizational 
expectations, program preparation and implementation, and 
group skills, showed a significant level of change in the 
trainees’ knowledge and skills related to program 
development. The data strongly confirmed the acquisition of 
this knowledge by the trainees. The training format proved 
itself to be a powerful tool for disseminating knowledge 
concerning the technical aspects of creating and maintaining 
this patient education program. 
TABLE 20 
MEAN RESPONSE FOR VARIABLES COMPOSING OBJECTIVE 5 
VARIABLE 
Pre-test 
X 
Post-test 
X Dif Significance 
Organizational 
Expectations 4.96 5.53 .57 . 05>P>.02 
Program Prepar¬ 
ation and 
Implementation 4.07 4.39 .32 . 1>P>.05 
Group Skills 4.18 4.413 .23 .1P>.001 
Trainees expressed a stronger understanding and 
acceptance of their responsibilities as the primary change 
agent in relation to implementing the program in their 
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community. In addition, they indicated a deeper 
comprehension of the pre-program steps necessary to 
establish such a program. The training was quite effective 
m raisin8 the awareness of the trainees’ about their 
particular role in the management of this program. 
Objective six. Increase the facilitator’s sense nf 
personal control in establishing the program in their 
community. The Nowicki-Strickland Locus of Control Scale 
was the primary measure of this objective. The second 
hypothesis of this thesis is directly related to this 
objective. Table 21 summarizes the average change in Locus 
of Control for the trainees as a group. 
TABLE 21 
CHANGE IN LOCUS OF CONTROL 
X 
Pretest 
8.58 
Posttest Dif 
8.16 -.25 
Significance 
.05>P>.01 
The pre-application mean of 8.58 indicated that as a 
group the trainee’s believed in their ability to influence 
the social environment prior to training. The post 
administration mean of 8.16 was significantly moved toward 
the internal end of the spectrum [,05>P>.01], thus, 
indicating that the group as a whole had increased its 
belief that they can effect events in their lives. This 
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data suggested that the training format and agenda was 
effective in communicating the theme of empowerment and 
personal responsibility to these trainees. 
Organizational Objectives 
The training event was the culmination of the 
recruitment process. To accurately evaluate the larger 
organizational goals as presented in Chapter II, Suchman's 
third category of research evaluation, adequacy of 
performance will be used to determine the degree to which 
the identification, orientation, and training efforts of 
this program were successful. In Suchman’s (1967) words, "A 
measure of adequacy tells us how effective a program has 
been in terms of the denominator of total need." Although 
success can be defined in many ways, according to Borus, 
Buntz and Tash (1982), system evaluators have relied on one 
or more of the following three criteria: impact on a target 
population, impact on a target population versus a 
non-target population, and performance to some predetermined 
standard. In the preceding section, the impact of the 
training on the volunteers was evaluated, in this section 
the final criterion of performance to some predetermined 
standard will be analyzed vis-a-vis the organizational 
objectives. 
Objective one. Recruit and select qualified volunteers 
who will organize and implement Living with Cancer programs. 
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To establish the adequacy of performance of this objective, 
data from the three program instruments were utilized. 
Implicit in the development of any program is the 
motivational level of those charged with program 
implementation and their ability to follow-through on the 
project. Gathering information from the application form, 
the Locus of Control scale and the self-evaluation form, it 
can be assumed that there is a high degree of awareness on 
the part of trainees about the problems facing people who 
live with cancer. In addition, their high level of 
awareness is supported by their score on the pre-test 
administration of the Locus of Control scale and their 
personal assessment of their knowledge levels at the 
conclusion of training. Thus a significant number of 
trainees perceived themselves as motivated, capable and 
prepared to establish this program in their community. 
The trainees could be described in general as health 
professionals who collectively possess a high degree of 
knowledge and skill regarding the treatment of cancer 
patients, and are strongly oriented toward internal control. 
This orientation is most important for two reasons. First, 
the volunteers will be the central driving force of the 
program's implementation and will have to make many 
programmatic and executive decisions concerning the 
operation of the program. Because internal locus of control 
individuals are less susceptible to the influences of the 
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environment, it can be postulated that people with low 
scores on the Locus of Control scale (high internal control) 
will better weather times of community resistance and will 
persist in their commitment toward program realization. 
Secondly, the program’s themes of empowerment, 
problem-solving and assertive communication are predicated 
on the concept of the individual being responsible for 
his/her actions. Internals have a stronger sense of 
personal control than externals and will communicate this 
value to the members of their group. Lovell (1980), states 
that the aim of any successful trainer must be to make him 
or herself redundant as quickly as possible by enabling the 
members to evaluate the success of their own performance. 
The low scores on the Locus of Control scale supported the 
notion that these trainees will more expediently transfer 
the evaluation of the patients coping style to the patients 
themselves. Because of the time limited nature (five weekly 
sessions) of the Living with Cancer program this factor is 
very significant. 
Objective two. Delineation of organizational 
expectations. In a monograph published by the Florida State 
Office of Volunteerism (1980), the authors emphasize that a 
true and thorough assessment of program collapse commonly 
points to one primary deficiency, the failure of the 
sponsoring agency to take those actions necessary to ensure 
program viability. While their criticism is aimed at top 
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management, it still stresses the importance of installing 
organizational supports for the volunteers to sustain the 
program. This objective was accomplished in part via the 
orientation interview and partially through the training 
program. The change in the pre-test, post-test instrument 
regarding the organizational expectations variable and the 
trainee's self evaluation as related to the shadow control 
demonstrates the level of adequacy of this objective. Table 
22 presents these measures as they relate to this objective. 
TABLE 22 
ADEQUACY OF PERFORMANCE OF ORGANIZATIONAL OBJECTIVE 2 
Variable: Organizational Expectation 
pre-test X 4.96 Shadow Control X 4.44 
Posttest X 5.53 Self Evaluation X 4.16 dif 
.57 dif 
-. 28 
Significance 
.05>P>.02 Significance NS 
Although the information on the surface is 
contradictory, it does reveal that the trainees' level of 
understanding and ability to manipulate the organizational 
supports were improved by the training. It indicated that 
the knowledge of the sponsor's organizational structure and 
the location of the Living with Cancer program within that 
structure was clearly communicated to the trainees during 
the training event. While this is positive, the fact that 
the trainees rated their understanding of the sponsor's 
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expectations and resources available to them as 
significantly lower than the experts organising the program 
cannot be construed as negative. The organisational 
structure that was provided at the training gave trainees a 
tap of the various position titles that would assist in the 
maintenance of the program i.e., area director, publicity 
chairman, service committee, etc. The fact that the 
specific people in these positions were not connected to the 
trainee's in a personal fashion could account for the low 
self-evaluation score. This aspect of the social conditions 
of learning is underscored by a manual published by the 
State of Michigan (1976), describing how to develop a 
training design. The monograph states that adults require 
learning situations that conform to their personal 
experience rather than to abstract, depersonalized 
conditions such as organizational charts, titles and role 
descriptions. 
Evaluation of the Instruments 
Table 15 is repeated here because it generates the 
major assumptions underlying this study and indicates the 
relationship of one instrument to the other. 
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TABLE 15 
INTERCORRELATIONS OF TEST MEASURES 
Instruments 
Pre_test/Self Evaluation 
Posttest/Self 
Evaluation 
LOC/Self-Evaluation 
LOC/pre-test 
LOC/post-test 
r - value 
.49 
-.10 
-.35 
.068 
.577 
Level of Significance 
.01 
NS 
.02 
NS 
.001 
Pre-test, Self Evaluation Form 
The significant correlation between the pre-test and 
the self-evaluation form is not surprising as one would 
expect people who possess greater knowledge of skills and 
concepts regarding a particular program to rate themselves 
as more capable in implementing that program. The evidence, 
however, also suggests that while the training did elevate 
the average trainees’ overall level of understanding about 
the program it did not aggressively address the needs of the 
trainees in the lower half of the sample. From this 
statistic, it can be concluded that the training functioned 
as a conservative event, and did not diminish the aggregate 
cognitive and affective discrepancy between potential 
program leaders. 
Correlations with Locus of Control. 
The correlations of the Locus of Control Scale (LOC) 
with the other instruments confirmed both accepted 
postulates and controversies concerning the measure of that 
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construct. The correlation coefficient of -.35 [p>.02] 
between the LOC measure and the self evaluation concurs with 
the majority of research indicating that internals are more 
apt to engage in social programs (Gore and Rotter, 1963; 
Midlarsky, 1971), express greater competency in their 
abilities to achieve their goals (Brown and Strickland, 
1972; Hersh and Scheibe, 1967), and make significantly more 
effective use of environmental information than do 
externals. Conversely, the scores representing the more 
external subjects indicate they do not have the same degree 
of confidence in affecting the future course of the program 
(Davis and Davis, 1972). Again, it appears that more 
externally oriented individuals do not acquire the kind of 
information that would better enable them to cope with the 
world in an effective way (Phares, 1976). 
The low correlation between the LOC scale and the 
Pre—test indicated that the two instruments were assessing 
different dimensions of the sample. The positive 
correlation that exists between the LOC scale and the 
post-test scores [,01>p>.001] however, was very significant 
for two reasons. First, externals are more influenced by 
social (Crowne and Liverant, 1963), and instructional cues 
in the environment (Ryckman, Rodda and Sherman, 1972). 
The training was presented by two very respected leaders in 
their field and this would indicate that the more internal 
trainees would be less vulnerable to changes in their 
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attitudes and level of understanding (Lefcourt, 1967; 
Ritchie and Phares, 1969). Lefcourt (1976). asserts that 
externals appear readily influenced, conforming to what they 
believe is expected of them, and accepting of information or 
other sources of influence. 
Secondly, a controversial area in the literature is to 
what extent do sex differences effect the relationship 
between locus of control and achievement (Joe, 1971; 
Lefcourt, 1976; Phares, 1976). The only time sex 
differences were implicated in the relationship between 
locus of control and effectiveness or participation was in 
the case of achievement behaviors (Phares, 1976). 
Research with children indicates that the scales used 
to measure locus of control are valuable for predicting 
academic achievement for boys primarily, yet, on the other 
hand, have experienced great variance for girls. Crandall, 
Katkovsky and Preston (1962), discovered that sex 
did exist in terms of the relationship between 
the Intellectual Achievement Responsibility Questionnaire, 
and time spent and intensity of intellectual free-play 
activities, and performance on intelligence and achievement 
tests. In 1965, Chance replicated this study for third 
graders and found no evidence of sex differences. Again in 
1965, Crandall, Katkovsky, and Crandall found that for girls 
in grades three and four, the measures were successful 
predictors of achievement while for ninth grade girls no 
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correlation existed. Franklin (1963), on the other hand 
found no sex differences in the predictive value of LOC and 
achievement motivation for one thousand high school 
students. 
For older female subjects, James, Woodruff, and Werner 
(1965), discovered that sex made a difference in predicting 
whether a person would quit cigarette smoking following the 
Surgeon General’s Report on the Hazards of Smoking. Brown 
and Strickland (1972), examined the cumulative grade 
averages (GPA) of college seniors and found a significant 
correlation of .47 between GPA and internality in males; the 
corrrelation of .16 for females was not significant. 
Nowicki (1973), has found that externality as assessed by 
the measure used in this thesis, was associated with 
achievement for females, and internality was related to 
achievement for males. Nowicki subsequently found 
replication for these data in two other samples of college 
students (Lefcourt, 1976). 
The findings of this study, that externality for 
females was associated with higher scores on the post test 
are consistent with the findings of Nowicki and his 
co-researchers. These results, if confirmed by other 
studies with more males within the sample, may indicate the 
relevance of sex differences and, thus, reveal the 
continuing confusion in this area. Lefcourt (1976), states 
that the paradoxical findings between sex, locus of control 
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and achievement behavior seem to be of such perplexity that 
it will require considerably more theoretical attention 
toward such issues as socialization of the sexes, than it 
will continued empirical demonstrations to bring some sense 
of order to this seeming chaos. 
This author speculates as to the degree to which the 
course of the disease effected the higher correlation 
between female external subjects and academic achievement. 
Cancer at present is marked by uncertainty and 
uncontrolability by the medical profession. Research has 
proven that internals strive to control their environments 
and impulses (Joe,1971) and that since the progress of the 
disease is beyond their control, this could raise the 
anxiety of individuals who need to feel a sense of mastery 
over their environment. 
Cone1u sio n s 
Recommendations for Volunteer Recruitment and Training 
Several practices employed by the Massachusetts 
Division of the American Cancer Society to identify, orient 
and prepare community volunteers to implement a patient 
education were exemplary. As described by one trainer at 
the end of the session "...they are a very sophisticated 
group." He was referring to the level of previous knowledge 
the trainees brought to the program. In fact, the trainees 
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were model volunteers, not only were they highly sensitive 
to the psychological context of the target audience but they 
also strongly valued the central themes of the program. 
More than half had been involved with the sponsoring agency 
in other circumstances and all had previous teaching 
experience. The initial effort to identify potential 
trainees efficiently met its objective. The application 
form gathered specific information regarding knowledge and 
attitudes that would be harmonious with the program. This 
congruency was increased via the pre-training interview 
which reviewed the application data and expounded the 
programs aims, methods and leader responsibilities. 
Further evidence of the volunteers’ ability to 
follow-through on such a program was gathered by means of 
three personal references. 
Concerning the training program directly, the pre-test 
questionnaire and the initial administration of the Locus of 
Control scale should be moved up into the orientation phase 
of recruitment. This is the most propitious juncture to 
assess the information gleened from these instruments. The 
specific content areas of the training session can then be 
tailored to the identified needs of the volunteers. 
In general, the training program was successful in 
transmitting relevant program information concerning the 
educational logic, rationale and methods of the program. As 
for the more concrete items, such as subject material and 
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content, the trainers had decided to minimize exposure to 
these issues in an effort to maximize gains of the affective 
domain. 
Two areas blatantly standout as lacking within the 
training design: first, small group experiential activities 
centered on the trainee’s attitudes toward cancer patients 
and health professionals would have assisted the subjects in 
addressing their personal beliefs regarding these two areas. 
Trainees presented a very mixed picture concerning their 
attitudes toward these two significant groups. This 
suggested that more than cognitive information concerning 
these groups would be needed if the volunteers are to gain 
more realistic perspectives of the target audience and the 
health industry. Perhaps the active participation in small 
discussion groups could have strengthened the adaptive 
values in a short terra event. (Read, 1974). 
Secondly, although the training program articulated the 
social aspects of adult learning and the need to establish 
supportive social environments that enhance learning through 
mutual problem-solving, it did, however fail to use this 
strategy during the training program. To raise the 
congruency level between training and the program, it is 
suggested that intensive small group, problem solving 
experiences be introjected into the training format. 
This may be beneficial to the trainees for two reasons. 
The first, is that the trainers will model the appropriate 
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leadership styles necessary to create and foster such group 
endeavors. Secondly, through processing the activity, the 
trainees will become more aware of the effect such an 
activity will have on their members. 
To maintain consistency with andragogic principles, it 
is also suggested that the mutual problem areas used be 
pertinent to the trainees. Topics for consideration are: 
attitudes toward health professionals, attitudes toward 
cancer patients, resistences anticipated in the development 
of the program, issues of leadership, and how to manage 
times of group crisis. These suggestions are not 
exhaustive, topics may be added to future training programs 
after the pre-test and locus of control scale of potential 
trainees is evaluated. 
Another deficit of the training program that will also 
be addressed by this recommendation is the need to use the 
event as a time to formulate regional supervision groups. 
After the initial training, in-service supervision meetings 
be necessary to refine the program and the leadership 
style of the volunteers to effectively meet the evolving 
needs of the groups* membership. The purpose for pulling 
together the volunteers as a group on a regular basis is to 
reaffirm that they are not alone in their frustrations or 
concerns and they can profit from the experience of others 
who have had to grapple with similar situations. It is 
expected that the sense of unity, purpose, accomplishment 
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and mutual reinforcement that may develop can alao serve to 
maintain a high degree of personal motivation for the 
trainees. 
Finally, at the training program, volunteers should 
have an opportunity to meet and interact with specific 
American Cancer Society personnel who will provide active 
guidance and support to each facilitator team. The 
individual relationships between professionals and 
volunteers are a key to continued volunteer development and 
program enhancement. There can be no substitute for it 
(Florida State Office of Volunteerism, 1980) 
Recommendations Concerning Program Evaluation 
Some changes could be made to enhance the study itself, 
yet, maintain the basic purpose of assessing the performance 
and adequacy of performance of the recruitment program in a 
timely and efficient fashion. 
The forms, tests and scales utilized within the 
present research to measure the subjective and objective 
data should be maintained and appeared to evaluate the 
performance of the training program particularly well. 
However, to increase the precision of the estimates of 
adequacy of the performance of the entire effort to meet the 
leadership need for this program it is recommended that the 
shadow control be expanded to not only contain the 
assessment scores of four experts, but also to include the 
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assessments of this sample group after each team has 
operated for nine months. This would precede the next 
pre-service training session and still give sufficient time 
for this trainee group to have operated more than one 
five-week program. 
Another recommendation concerning the tools used to 
measure the performance of the training event would be to 
add an instrument to the post-test battery that would 
evaluate the trainees' subjective feelings toward the 
training program. This information will be critical in 
modifying future training models. 
Follow-up data should be collected at critical 
intervals in the course of a trainees' post-training 
involvement with this program. The critical stages would be 
at their completion of the first program and at the 
subsequent one year mark, at the end of future state-wide 
training events and at the point of exit from the volunteer 
program. The data collection points would be essential in 
providing two functions. First, it would serve an audit 
function, that is, the number of actual programs implemented 
would quantify the extent to which the training effort 
produced the intended results. The second, would be a 
quality control function that would assess the training 
groups' reflection of the value of the training format and 
agenda. 
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Implications for Further Rese*rrh 
This study limited itself to evaluating the impact of a 
program designed to supply a pool of trained volunteer 
leaders to function as community patient educators. 
In researching the efficiency of both the training and 
pre-training selection process, pertinent issues regarding 
health education, andragogic methods, volunteerism and 
evaluative research techniques have emerged. The role of 
the volunteer’s locus of control as it relates to the 
acquisition of cognitive and affective knowledge from a 
structured program, modeled on the theories of adult 
education is quite significant. 
Beginning with this working hypothesis, future 
research experiments could be designed to confirm or 
disconfirm this postulation. In so doing, it is speculated 
that the internal-external profile of the volunteer would 
indicate both intellectual and social learning experiences 
that could be individually sequenced to insure that at the 
conclusion of the recruitment phase all volunteers will 
possess an adequate competency level for all training 
objectives. The educational, economical, personal, and 
social implications of such an efficient model are 
staggering. Even if the perfect model does not exist it is 
well worth consideration in attempting to discern such 
important variables. 
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Programs could structure individual learning 
opportunities prior to a collective session so as to 
maximize the inherent social processes operating at such 
events, possibly reducing the total time commitment of the 
volunteers. It has been the experience of this practitioner 
that this last issue has been a major deterent in recruiting 
potential volunteers for such programs. Many people 
strongly support the program and its aims, but are opposed 
to attending training programs for long periods of time, 
especially when significant traveling is involved. By 
coordinating the agenda of the total training session to 
specific areas that require small group discussion and 
interaction, precious time can be most optimally used, 
hopefully, reducing the amount of time these adults will 
have to spend away from their families. 
Further study concerning the underlying assumption of 
the training program needs to be conducted. What are the 
psycho-social effects of the program on the lives of 
patients and their families living with cancer? Does the 
total results of the entire effort warrant its continuation? 
Research in this area will vastly increase our knowledge of 
low-cost, effective community-based, psycho-educational 
rehabilitation programs. This type of research will answer 
Suchman's call for substantive program evaluations of 
organizational attempts to address social problems. 
(Suchman, 1967) 
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Finally, Phares (1976), and Lefcourt (1976), both 
discuss the desirability of moving the theorems of Social 
Learning Theory into direct application in the development 
of programs aimed at enhancing the efforts of individuals to 
cope with many of our current problems. The research model 
presented in this work may be replicated in other settings 
with the addition of an accepted personality measure such as 
the 16 Personal Factor Inventory by Cattell, the California 
Psychological Inventory by Gough and the Jackson-Messick 
Personality Inventory to name but a few. 
With the inclusion of this data subsequent studies 
may be able to identify personality traits that are 
significant in predicting effective helping behavior of 
volunteers in particular situational problems (i.e. cancer 
patient education vs. support groups vs. general community 
organizing vs. individual consumer advocacy, etc.) and 
determine specific learning styles that can be matched by 
particular training designs. 
Phares (1976), admonishes that future research must 
incorporate an evaluation of subjects' expectancies for 
success, need value, and an analysis of how the particular 
situation relates to such variables. All this must then be 
related to locus of control and other discrete measures in 
order to develop specific predictive formulations. This 
will assist our society in efficiently organizing and 
allocating human resources to address devastating physical 
and psychological problems on a community and personal 
level. 
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"LIVING WITH CANCER" 
Acknowledgement of Needs Related to Living with Cancer 
Goals and Objectives 
GOAL: 
Objective: 
Objective: 
To assess the information needs of the group within the 
parameters of the cancer education program. 
To encourage participants to identify and discuss their 
informational needs. 
To adjust the curriculum to meet the needs of the indivi¬ 
duals and the group. 
,L: To acknowledge personal, social and spiritual needs related 
to living with cancer and to encourage individuals to 
express their needs. 
Objective: To provide a model for recognizing and articulating needs. 
GOAL: 
Objective: 
To acquaint participants with resource materials and 
information regarding community services. 
To supply participants with a list of available resources. 
SESSION SUMMARY 
This introductory session is a time for participants to become acquainted 
with each other. A review oc the "Personal Assessment of Need" and discussion 
of program goals conveys the input participants have in shaping the content of 
the sessions. In the.event that return of the Personal Assessment of Need is 
minimal, the leader should be prepared to facilitate an open discussion of goal 
setting. The video-taped patient interview defines and legitimizes a realm of 
issues which cancer oatients face and models open discussion of these concerns. 
The small group discussions which follow, give participants an opportunity to 
either talk about their own concerns or to depersonalize issues by retering to 
the interview tape. 
Session 1 
"LIVING WITH CANCER" 
Acknowledgement of Needs Related to Living with Cancer 
agenda 
30 minutes Introduction to the Program 
15 minutes Class Members Introduction 
10 minutes Presentation of Assessed Needs 
15 minutes BREAK 
5 minutes Video Tape Introduction 
15 minutes Video Tape - Segment I 
20 minutes Discussion and Reactions 
5 minutes Session Evaluation 
5 minutes Conclusion 
2 hours TOTAL 
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"LIVING WITH CANCER" 
Acknowledgement of Needs Related to Livinq with Cancer 
Session Proparation 
PREPARATION: 
- Summarize Assessed Needs* 
- Duplicate: Agendas, Resource Lists, Evaluations 
- Arrange for: Coffee (Refreshments), Video Equipment 
- Read through Assessed Needs 
MATERIALS TO BRING WITH YOU: 
- Handouts: Agendas, Resource Guides, Evaluations, Taking Time Booklet 
- Newsprint, Markers and Tape (Chalkboard and Chalk) ' 
- Video Equipment and Video Tape #1 
- Resource materials for display 
- Extra Needs Assessment Forms 
- Name Tags 
- Refreshments (if not otherwise supplied) 
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Session 2 
"LIVING WITH CANCER" 
Medical Information on Cancer 
agenda 
5 minutes Welcome 
5 minutes Introduction to Physician 
30 minutes Physician's Talk 
20 minutes Video Presentation - Segment II 
15 mintues BREAK 
30 minutes Group discussion of Physician/Patient 
Relationship 
5 minutes Session Evaluation 
10 minutes Closing 
2 hours TOTAL 
178 
"LIVING WITH CANCER" 
Medical Information on Cancer 
Goals and Objectives 
GOAL: To present generalized information about cancer: symptoms, 
diagnosis, treatment. 
Objective: 
Obejctive: 
To show cancer as many diseases with varying behaviors, 
intensities and treatments. 
To acquaint patients and family members with medical termin¬ 
ology to enhance their understanding in conversing with 
the health care providers. 
L: To model open communication between patient and physician 
so that both obtain needed information. 
Objective: Physician demonstrates an appropriate manner of communication 
between physician, patient and family members through open 
discussion during group discussion. 
GOAL: To explore ways to assume maximum responsibility for state 
of health and treatment in cooperation with physician and 
treatment protocol. 
SESSION SUMMARY 
The second session is designed to give participants factual information 
relating to cancer. In addition, it allows an opportunity for people to model 
open interaction with a physician, a behavior which hopefully will be used in 
communicating with the treatment team. Such topics as how to obtain a second 
opinion or change physicians are typically voiced. The leader may need to 
prompt key topic areas in the discussion period. Helpful hints such as writing 
down questions and bringing a friend into the doctor's visic should be brought 
up. The nature of this session necessitates a sensitive and non-defensive 
guest speaker. If not handled appropriately, the fears of participants relating 
to open communication with the treatment team might be confirmed rather than 
dispe1 led . 
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"LIVINC WITH CANCER" 
Medical Information on Cancer 
Session Preparation 
PREPARATION: 
- Confirm physician speaker (Speaker should be oriented) 
- Obtain any visual aids requested by the physician 
- Arrange for refreshments 
- Arrange for Video equipment 
- Duplicate handouts: Agenda, Evaluations, Resource List 
MATERIALS TO BRING WITH YOU: 
- Handouts: Agenda, Evaluations Resource list. Cancer Word Book, Medicine 
for the Layman - Cancer Treatment 
- Extra Nametags 
- Video Equipment 
- Newsprint, Markers and Tape (Chalkboard and Chalk) 
- Resource Display Materials 
- Refreshments (if not otherwise supplied) 
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"LIVING WITH CANCER" 
Medical Information Presentation Outline 
I. Definition of Cancer 
A. Disprede of Cell'ular Growth 
B. Range of Severity 
II. Concepts Related to Cancer 
A. Causes 
B. Symptoms 
C. Diagnosis 
III. Types of Cancer Cells 
A. Carcinomas 
B. Sarcomas 
C. Lymphomas 
D. Leukemias 
IV. Treatment Modalities 
A. Surgery 
B. Radiation 
C. Chemotherapy 
D. Immunotherapy 
V. Concepts Related to Prognosis and Implications for Prevention and 
Control 
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SUGGESTED MEDICAL INFORMATION PRESENTATION 
t ancer is a term that refers to disorders in which there occurs a malignant 
change in the controlled growth of some body cells that causes them to grow in 
an unnatural and chaotic manner. This change may occur within the cells of any 
system or organ of the body and results in symptoms that are varied in relation 
o t e o y sites affected. At the present time, the mechanisms associated with 
the control of normal cellular growth are not fully understood. Their study is 
a focus of current research. 
In order to have some understanding about the nature of cancer, it is help¬ 
ful to have a general understanding about the nature of cells which are the basic 
components of all the tissues, organs and systems of the human body. 
The appearance, patterns of growth, and physiological functions of normal 
cells are controlled and limited. These normal cells are differentiated into 
specialized units with specific functions that are coordinated and harmonious 
with the specific functions of other body cells. Body cells become dysfunctional 
when they experience a change in their controlled cellular growth mechanisms 
resulting in disordered growth. These disordered cells lose functions that are 
specific, coordinated and harmonious with those of normal body cells and differ 
in their appearance, patterns of growth and physiological functions. Thus, they 
can become a threat to the host body. 
When the host body recognizes the presence of disordered cells, it may 
mobilize its immune response defense mechanisms to destroy them. If the disordered 
cells are not destroyed, they may continue their uncontrolled growth. 
Concepts Related to Cancer 
Cancer affects individuals of all ages and both sexes. The body sites 
most commonly affected differ in relation to the age and sex of the individual. 
Statistically, cancer disorders are ranked second as the cause of death for 
children and adults in the United States. Since 1900, the incidence and mortality 
rates for cancer have been rising steadily. Some types of cancer disorders have 
indicated a decrease in their mortality rates and there has been a steady increase 
in the five-year survival rate for individuals with some types of cancer disorders. 
Causes 
The exact cause of cancer is unknown at the present time. Theories of 
causation are a focus of current cancer research. Some factors that may pre¬ 
dispose individuals to cancer development have been identified. These probable 
factors include viruses, hormones, congenital or acquired immunologic deficiencies, 
exposure to environmental carcinogenic chemical agents, and exposure to radiation. 
Other factors that may have correlation with a increased predisposition for 
cancer development include an age over fifty-five years, sexual susceptibility 
to certain types of cancer disorders, a family history of a specific type of can¬ 
cer disorder, residence inan urban area, exposure to occupational carcinogens, 
the cultural practices of geographic countries, and the presence of precancerous 
lesions. 
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Symptoms 
In general, symptoms associated with cancer disorders vary in relation to 
its type, the body sites ail'ected, and the staae of the disorder. Since 
symptoms are variable, an awareness of any cnanae in an individual's life style 
or body functions warrants medical investigation to determine causation. 
Some types of cancer disorders may not present symptoms until the cancer 
has reached an advanced stage. Therefore, an annual physical examination can 
reveal abnormalities that may indicate the need for further investigation. It 
has been determined that the early diagnosis and treatment of many types of cancer 
disorders have a better prognosis for prevention of metastasis and for cure. 
Diagnosis 
Methods that are utilized for the determination of a cancer disorder proba¬ 
bly include: assessment of an individual's medical history, family history, 
social history and physical status. Special diagnostic tests arid procedures 
are used for further determination of probability based on the results of the 
assessment. 
The medical history is assessed to determine if the individual has a past 
history of a cancer disorder. The family history is assessed to determine if 
there is a family history of a cancer disorder and the relationship patterns of 
affected members to the individual. The social history is assessed to determine 
personal habits such as alcohol intake or smoking, to determine if the patient 
has experienced any chances in lifestyle such as changes in eating habits, 
sleeping routines, or sexual activity, and to determine exposure to occupational 
hazards such as radiation or carcinogenic agents. The physical status is as¬ 
sessed by a thorough physical examination to determine any abnormalities that 
warrant further investigation. The physical examination may include diagnostic 
procedures such as routine blood and urine tests, a cervical Pap smear, 
proctoscopic examination of the rectum, and radiologic procedures such as 
chest X-ray or breast mammography. Diagnostic procedures that may utilize 
more in-depth assessments include laboratory tests and assays to determine cor¬ 
relation of finaincs with suspect cancer disorders, cytological examinations to 
■determine the cellular characteristics of smears obtained from specific body sites 
biopsies of suspicious lesions to determine their benign or malignant cellular 
nature and cellular type and radiologic procedures such as X-ray studies, ultra-^ 
sound techniques, angiography, thermography, or scanning techniques that are usea 
to determine internal abnormaIties. 
when a diagnosis of a malignant neoplasm has been determined, the extent 
of tumor growth, spread and metastasis is determined by a system for classifi¬ 
cation and staging. The tumor classification is determined by a pathologist 
and its determination is based on its anatomic appearance and cellular character¬ 
istics. The most widely accepted staging system is the TSM system. In this 
system the "T" indicates the extend of tumor growth, the "N" indicates tne extent 
of regional lymph node involvement and the "M' indicates the extent o. ne.as^asis, 
The classification and staging are cone in order to determine trea.mtn. c oices 
and prognosis for the cancer disorder. 
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re ter to a neoplasm are turner and 
The classification of a tumor as benign or malignant is related to the 
Xn.T Characteristics °-f ^s cells. A tumor is classified by a name tnat 
i les its tissue ot tissues of origin and its benign or malicna.nt cellular 
characteristics. A biopsy of tumor tissue is the only method that can definitely 
determine its benign or malignant cellular characteristics. 
Cells of benign tumors do not invade surrounding tissue or spread from its 
site of origin to distant body sites. However, cells of malignant tumors have 
the ability to invade adjacent tissues and to spread to distant body sites via 
the lymphatic or circulatory routes. This spreac ot cells from the primary site 
(site or origin) to secondary sites in the body is termed metastasis. Cells 
that invade secondary sites may continue their growth to form secondarv tumors 
that have cellular characteristics similar to those of the primary turner. 
A malignant tumor may continue to grow and enlarge until it is unable to 
obtain adequate nutrition for its cells. The lack of adequate nutrition causes 
some of its ceils to die. This results in the ulceration and bleeding which are 
common characteristics of a malignant tumor. 
Types of Cancer Cells 
There are four types of cancer ceils: the carcinomas, the sarcomas, the 
lymphomas anc the leukemias. These ceil types are determined by the cells 
they originated from. The carcinomas arise from epithelial cells found in the 
skin and lining of organs. The sarcomas arise from cells found in bone, muscle 
and connective tissue. The lymphomas arise from cells found in the lymphatic 
system and in organs that defend the body against infection. The leukemias 
arise from organs associated with blood formation. 
The widespread uncontrolled growth of calls is characteristic of all forms 
of cancer cells. These cells may spread by the direct invasion of ad]acent 
tissues, by metastasizing via the lympnacic or circulatory routes or by diffuse 
growth throughout body cavities such as tne abdomen or chest. 
The goals of current cancer research, are to identify cellular trigger 
mechanisms that initiate malignant manges, to devise methods to prevent the 
metastatic spread of cancer cells; to discover new treatment, modalities for the 
destruction of cancer cells; to identify immunologic mechanisms that can be used 
as a defense against cancer, and to determine whether or not there is a viral 
causation in some forms of cancer in man. Research results indicate that the 
complex nacure of cancer disorders are due to the complexity of cellular mechanisms 
associated with tnese disorders. 
Treatment Modalities 
Modalities utilized for the treatment of cancer disorders include surgical 
intervention, chemotherapy, radiation therapy and immunotherapy. Those 
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Surgical Intervention 
Surgical interventions include prophylactic or preventive surocrv whi-r is 
utilized for the removal of precancerous lesions, radical surgery winch is’utilizec 
Jh rJm°Ve Jhe en-lre tunor- and palliative surgery which is utilized to reduce 
g'ow h p nUT 5r°Wth by tHe rem°Val °f ho^or,al glands that stimulate tumor 
^-owth. Palliative surgery is also employed to increase comfort when an individual 
- per.ences distress from such conditions as obstruction o: an orqan (e.o. 
gastrointestinal tract or intractable severe pain.) 
Chemotherapy 
Chemotherapy is a systemic treatment modality in which specific drugs are 
utilized for cancer cell destruction and the prevention cf further cell crowth 
The selection o: drugs and the route of their administration are determined by 
the type of cancer disorder and the extent of its spread. The expected responses 
from the use of chemotherapeutic drugs are related to the type of cancer 
disorder and the physical status of the individual receiving this treatment. 
Chemotherapeutic drugs have specific actions such as interference with specific 
cellular mechanisms or alteration of the hormonal environment. Individuals 
who receive these drugs must be closely observed for signs of toxicity such as 
bone marrow depression and gastrointestinal tract disorders which may include 
prolonged vomiting or prolonged diarrhea. The side-effects that may occur in¬ 
clude temporary hair loss, nausea, vomiting, and inflammation of the mucous 
membranes of the mouth. These drugs may be utilized in conjunction with other 
treatment modalities such as surgery and/or radiation therapv. 
Radiation Therapy 
Radiation therapy procedures are utilized for the purpose of destroying 
susceptible malignant tumor cells. The selection cf the radiation therapy 
procedure is determined by the type of tumor and its cellular susceptibility to 
radiation. 
There are two categories of radiation therapy: external radiation therapy 
and internal radiation therapy. External radiation therapy utilizes techniques 
such as supervoltage machines and topical radioisotopes. Internal radiation therapy 
utilizes techniques such as the placement of radioisotopes into a tumor and the 
intravenous administration of radioisotopes for cancer disorders of the circula¬ 
tory system. 
Immunotherapy 
Immunotherapy is an experimental treatment modality that is currently 
being researched to determine its effectiveness. The purpose of this therapy 
is to strengthen the host's response to cancer cells in order to destroy them. 
The ultimate goal for immunotherapy is to develop a methoc for the immunization 
of individuals against the development of neoplastic cells. 
185 
Prognosis and Implications for Prevention and'conrmi 
ordor^pe'ience'rbrin'nd^id^rlh: °" ^ tyP# °f Mnc“ d^ 
stacus of the affected individual.' The i*,.6"1 ° ^ Spread and che Physical 
and treatment mav Drevent the spread oc * eratUre lndlcates that early diagnosis 
affect cures in some t^s A c" is i "L cancer disorders and may 
of cancer symptoms for five yea-s fol lowina'tl-,6 h* ^ inaividual nas b*en free 
disorder. X following the diagnosis and treatment of a cancer 
implem^t«Lfofethe^ec^^eS4^eLraUtl ?HySiCal exaKUnatio"s a"d "or.thly 
self-examination (TSE) c™ St self-examination (BSE) or testicular 
the avoidance of environmental ^ *** prevenC cancer disorders include 
alcohol in^i^ — 
^uhn^bLrandntrs^r^:c^ea::e:tfor tUc — - —- -r seex medic_l ssis ance betore a problem develops. 
186 
Bibl lCKjraphy 
1 . American Cancer Society. 
Society, Inc. 1975. 
A Cancer Source Book for Nurses, Air.er 1 can Cancer 
American Cancer Society. Clinical Onccloov 
Physicians: A Mu 11idiscipTTnarv Approach 
American Cancer Society, Inc. 1978 
for Medical Students and 
Rubin, Pmlip, MD, Editor. 
3. 
4 . 
Krupp, Marcus A. and Chatton, 
Treatment. Los Altos: Lange Milton J- Current Medical Diagnosis .=,r^ Medical Publications. 1990. loi'-l^g 
Luckmann, Joan and Sorenden, Karen. 
Psychologic Approach. Philadelphia 
pp. 444-484. 
Medical Surgical Nursing: A 
W.3. Saunders Comoanv, 1990. 
187 
Session 3 
living with cancer 
Stress Reduction and Exploration of Psychosocial Issues 
agenda 
5 minutes Welcome 
10 minutes Feedback from the Medical Information 
Session 
15 minutes Introduction to Stress Reduction and 
Meditation 
5 minutes Explanation of Trigger Tapes 
5 minutes Tape One 
20 minutes Discussion 
15 minutes BREAK 
5 minutes Tape Two 
20 minutes Discussion 
5 minutes Introduction to Support Systems 
5 minutes Session Evaluation 
10 minutes Closing 
2 Hours TOTAL 
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"LIVING with CANCER" 
Stress Reduction and Exploration of Psychosocial Issues 
Goals and Objectives 
GOAL: 
Objective: 
To acknowledge that the presence of stress, 
crisis, has an effect on functioning. 
heightened by 
To experience a simple stress reduction meditation. 
GOAL: 
Objective: 
Objective: 
To identify common psycho-social issues encountered by cancer 
patients and their families. 
To identify individual concerns about sexuality, family 
interaction and role changes. 
To experience open communication as a step toward resolving 
personal issues. 
GOAL : To define the support that exists for cancer patients and 
their families. 
Objective: To aid participants in identifying support systems they may 
rely on. 
SESSION SUMMARY 
The basic principles of 
session three and an exercise 
session four.) No one theory 
promoted. Instead, different 
are discussed. If individual 
should be made available to t 
introduce people to the techn 
stress reduction are introduced to participants 
performed. (A second exercise is included in 
of stress reduction or visual imagery is to be 
methods and uses of stress reduction technique 
s wish to pursue this area further, references 
hem. A simple meditation exercise is performed 
lque involved. 
in 
to 
These "Trigger Tapes" are available for use: Family Systems, Sexuality 
and Role Changes. The leader should decide which two of the three best 
address the concerns of participants. The tapes are psychosocial dramas which 
"trigger" thoughts and concerns to be discussed in small groups. The group should 
understand that the tapes are not representative of the way everyone reacts, 
but instead, provide a place of reference for discussion. 
The concept of support sy 
Survey" helps people identify 
but used only as a means to pe 
given to participants to compl 
stems is briefly 
their own systems 
rform a personal 
ete at home. 
presented. The "Support Network 
It is not to be collected, 
assessment. The survey should be 
LIVING WITH CANCER 
Stress Reduction and Exploration of Psychosocial Issues 
3-asion Preparation 
PREPARATION: 
Arrange *or or develop a stress reduction meditation exercise 
(Don’t forget music if you want it!) 
Duplicate: Agendas, Resource Lists, Evaluations 
Plan an activity for patients to begin thinking about their 
support systems 
Arrange for coffee (refreshments), and Video Equipment 
MATERIALS TO BRING WITH YOU: 
- Music for meditation and tape player 
- Video Equipment and Trigger Tapes 
- Handouts: Agendas, Resource Lists, Evaluations 
- Newsprint, Markers and Tape (Chalkboard and Chalk) 
- Resource display materials 
- Refreshments (if not otherwise supplied) 
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Session 4 
"LIVING with CANCER" 
Support Systems 
agenda 
5 minutes Welcome 
5 minutes 
Follow-up Discussion on Last Week 
Tapes 
10 minutes Stress Reduction Meditation 
5 minutes Comments on Meditation 
15 minutes 
^tesentation on Supoort Networks 
10 minutes Discussion on Support Networks 
15 minutes BREAK 
15 minutes Video Presentation - Segment III 
25 minutes Group Discussion 
5 minutes Session Evaluation 
10 minutes Closing 
2 Hours TOTAL 
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"LIVING WITH CANCER" 
Support Systems 
Goals and Objectives 
GOAL: 
Objective: 
To acknowledge that the presence of stress, heightened by 
crisis, has an effect on functioning. 
To experience a simple stress reduction meditation. 
GOAL: 
Objective: 
To acknowledge illness-related personal, social and spiritual 
needs and to affirm the strengths of the individual to meet 
these needs. 
To provide a model for discerning and articulating subsequent 
needs. 
GOAL: To discern the many forms of support, and in what ways it 
exists within each member's life. 
Objective: To become aware of one's support network using individual 
experiences. 
Objective: To stimulate group discussion on support as people discern it 
in their lives. 
GOAL: To explore ways to assume maximum responsiblity for expanding 
the network of support to meet changing needs. 
Objective: To stimulate group discussion on ways people find support to 
meet their needs. 
Objective: To share resources that offer varieties of support. 
Objective: To affirm the appropriateness of asking to have needs met. 
SESSION SUMMARY 
A second meditation leads off Che fourth session. A presentation on 
support networks is then offered, followed by a discussion period. 
The third segment of the Rot interview is shown, discussing coping with 
cancer and detailing some of the resources used by Roz. It is the last of the 
Roz capes and is also nearing the end of the program. The group discussion and 
closing should begin to address this. (At this point in "Living wich Cancer”, 
there is a sense of unity of the part icipants. Individuals may stay longer 
after the session to talk with others and may not want the program to end.) 
The leader should help people begin to focus on support systems which can as¬ 
sist in the long term. 
"LIVING WITH CANCER" 
Support: Systems 
Session Preparation 
PREPARATION: 
- Prepare Support Systems Talk 
- Arrange for Coffee (Refreshments) 
“ Arrange for Video Equipment 
- Duplicate: Resource Guide, Agendas, Evaluations 
MATERIALS TO BRING WITH YOU: 
- Music for meditation. Tape Player 
- Video Equipment and Tape 
- Handouts: Agendas, Resource Guides, Evaluatons 
- Newsprint, Markers and Tape (Chalkboard and Chalk) 
- Resource display materials 
- Refreshments (if not otherwise supplied) 
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i. 
ii. 
in. 
IV. 
"LIVING WITH CANCER" 
Support Systems Presentation Outline 
Introduction to Support Systems 
A. Normalcy of needing support 
B. Intensification of need when confronted with a chronic illness 
Communication 
A. Aid in reducing frustrations, fears and anxieties 
Different Kinds of Support Systems 
A. Family 
B. Friends 
C. Community 
Limitations of Support Systems 
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SUGGESTED SUPPORT SYSTEMS PRESENTATION 
rom tho moment of birth, we are interacting with the world. We develop 
qcsturos and symbols to gain a sense of security and support. We relv on other 
people lor assurance, affirmation and, ultimately, a sense ol sell. Every 
gentle touch and kind word says we are valuable and treasured; every tender hug 
and kiss confirms our worth in the world. From this dialogue we learn to value 
ourselves and to trust the value others give us. This is the basis of our ex- 
peri .nee in relationships, the sharing of mutual support. 
Throughout the process of living, we experience many transitions. Such 
changes imply a "letting go" of the old in order to reach the new. The "middle 
space between the old and the new is always unfamiliar territory. In the 
midst or the unfamiliar, we instinctively seek support for a sense of well- 
being. we learn to expect this continual support from our family and friends. 
As our personal worlds expand, new supports develop from our growing emotional 
investments. 
When the "unfamiliar territory" is a diagnosis of life-threatening disease, 
the need for support is profound in many dimensions: emotional, social and 
spiritual. It is unreasonable to think that one person, or even our existing 
support network can satisfy these new needs. 
We all need other people and just as they provide us with support, we are 
a part of their support networks. Illness, whether personal or of a loved one, 
intensifies the need for our basic support. Illness can also cause fears and 
anxieties that one's personal need is greater than what other people have tradi¬ 
tionally been prepared to give. You have changed, and they have not. 
When you are feeling needy because of an illness, you sometimes expect 
others will anticipate this need. If they don't, misunderstandings can cause 
hurt feelings which continue until such is discussed and resolved. We often 
expect our loved ones to be intuitive and close enough to know our desires without 
having to be told. 
It is important for cancer patients, as well as for all persons, to be 
clear about what they need from others, and to ask that those needs be met, 
physically and emotionally. The person may net always be able to meet these 
needs. However, you must clearly communicate your needs, and also state what 
you can or cannot do for someone else. 
one person should meet all o 
for support. Example : The 
Ise will; the doctor' s recep 
Hairdresser who listens to your story when 
list who asks how you are and really 
wants to know; the druggist who provides information about your medication. 
There are many others. Can anyone r.ame seme? 
This is the point: support doesn't have to come only from your husband, 
wife, mother, father, brother, sister or best friend. You may have to diminish 
your expectations for support from areas where you feel it "should" come, and 
•"ecognize and nourish where, in effect, it exists. Often one simply does not 
know that other support exists. 
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to deirw;rralS W^.hlM yOUr £amily and clrcle of frien^5 are also trying 
fear u s L?r * ^ °M h*1"9 lU‘ They haV6 tneir "«««*. anc. tears just as the person with the diagnosis has his or hers. They -an h, 
supportive of your needs and feelings, but often have limitations" Tus 
take advant6d C° be dware of what other supports exist, and when and how to 
ake advantage of them. The same goes for family members and friends who are 
seeking support. There are many options, all you need to do is find them- 
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Support Network Survey 
These questions 
No one need see 
are meant to be a help to you in identifying your support network 
this but you. Please complete it if you feel it will be helpful. 
1. With whom do I speak most often? 
2. With whom do I share my innermost thoughts and concerns? 
Is there someone with whom I wish I could share my innermost thoughts and 
concerns, and whose strength I would appreciate? 
4. With whom do I share my angry feelings? 
5. With whom do I cry, with someone or alone? 
6. Who answers my questions about my disease and treatment? 
7. Who do I imagine is uncomfortable with me, or having a difficult time be¬ 
cause of my illness? 
8. Who do I want to protect from knowing about what is going on with my illness 
and/or my feelings? _ 
9. Does anyone accompany me to treatment?__ 
If not, do you wish someone would/could? ___ 
10. Whom would I call in an emergency? _  
11. With whom do I socialize? _____ 
12. Who do I invite to my house? _____ 
13. With whom do I discuss issues of religion, spirituality, and life-meaning? 
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Session 5 
"LIVING WITH CANCER" 
Community Resources 
agenda 
5 minutes Welcome 
5 minutes Feedback from Session IV 
5 minutes Introduction to Resource People 
35 minutes What Resources Are Available in the 
Community? 
10 minutes BREAK 
30 minutes Review of Total Program 
10 minutes Program Evaluation 
20 minutes Closing 
2 hours TOTAL 
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"LIVING WITH CANCER 
Community Resources 
Goals and Objectives 
GOAL: To present a variety of available community resources 
for cancer patients and their families. 
Ob]ective: Each participant will identify some community resources 
that they may make use of either now or at some point in 
the future, including how to access these resources. 
GOAL: To evaluate the cancer education program. 
Objective: To review the past five weeks and complete a pre-printed 
evaluation form. 
GOAL: To use the ending of the course as a model of what makes 
a good ending. 
Objective: To have each participant identify what they want to say or 
do as a way of ending the course. 
SESSION SUMMARY 
The final session begins with a panel of guest speakers. They are 
chosen according to the informational needs of the participants. Each 
speaker should be given an alloted amount of time to present their 
resource, with opportunity for questions and answers. These resource people 
may stay for the break but should leave before the concluding segment. 
The last half of the class is spent in closing. The course of the 
program is reviewed and people are given an opportunity to voice their thought 
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American cancer society 
MASSACHUSETTS DIVISION, INC. 
Living with Cancer 
Application Form 
{■ Please SUPP:y a11 the following information. 
2. If you have any questions, please direct them to Helen Beattie, 1-800-952-7664 
I■ GENERAL INFORMATION 
Name 
Date 
Address Telephone 
Marital Status 
Occupation Years with Present Employer or School 
Employer or School Address 
Telephone 
Highest Grade Completed _ Major Minor 
Professional Degrees, if any 
II. GROUP EXPERIENCE Not Much at All Moderate Very Much 
Knowledge of small group dynamics 1 2 
Experience in small groups (general) 1 2 
Experience in small groups (health-oriented) 1 2 
Experience in leading small groups 1 2 
Knowledge of group confidentiality rights 1 2 
Ability to deal with positive emotions in a small 
group 1 
Ability to deal with negative emotions in a small 
group 1 
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111■ CANCER KNOWLEDGE & EXPERIENCE Not Much at All 
General Knowledge of Cancer 
Knowledge of Cancer's effect on individual 
Knowledge of Cancer's effect on family 
Knowledge of Cancer treatments 
Have you had a personal experience with cancer? 
(If yes, please explain) 
Moderate 
3 4 
3 4 
3 4 
3 4 
3 4 
Very Much 
5 
5 
5 
5 
5 
Number of family or friends who have 
died of cancer in the last year. 
Friends Family 
Specify 
Number of family or friends living 
with cancer. 
Family Friends 
Specify 
IV. TRAINING NEEDS S EXPECTATIONS 
I expect this training to cover 
The areas I need most work in are: 
I'm confident of my ability in the areas of: 
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V‘ Facilitation Information „ . 
--- Not Much at All 
Experience in Co-facilitation Process 2 2 
Why do you want to facilitate a Living with Cancer Program? 
Moderate Very Much 
3 4 5 
Please describe your previous teaching experience 
VJ. Have you had any volunteer experience with the American Cancer Society? Yes 
No _ If yes, please specify. 
VII- Please list three personal references: 
Name Address Telephone 
FOR OFFICE USE ONLY 
AREA SPONSORSHIP _ 
GENERAL SPONSORSHIP 
INTERVIEWED BY 
Specific Area 
DATE TRAINED 
Date 
INTERVIEW COMMENTS: 
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Leader Responsibilities 
"Living with Cancer" trained leaders are re 
and implementation of the patient education prog 
lines set forth by the American Cancer Society* 
willing to adapt the program to the individual n 
The leaders serve as primary coordinators to all 
ment, soliciting assistance from other American 
and volunteers as needed. 
sponsible for tr.e development 
ram according to the guide- 
Each leader should be 
eeas within tne group. 
phases of program develop- 
Cancer Society committees 
"Living with Cancer" leaders are members of the Unit Service and Rehabil¬ 
itation committee and therefore should attend all meetings, reporting on 
the activity of the program. The Service and Rehabilitation Chairperson 
and committee serve in a supportive capacity to leaders and will lend 
assistance when possible. 
The American Cancer Society staff serve in a consulting capacity to 
all Unit activity. They can advise and support but cannot assume primary 
responsibility for the logistics of program development. The volunteer 
structure or resources known to the leader should meet the needs for assistance. 
Development of the "Living with Cancer" program is a large and ambitious 
undertaking. The American Cancer Society wishes to meet the needs cf leaders 
m whatever ways possible. Through evaluation on both content anc admini¬ 
strative levels, the program can grow and improve. Leaders are required to 
attend a meeting once every six months to discuss the results of programs. 
Leaders are also responsible for submitting evaluation reports following 
each program. This involvement is critical in refining "Living with Cancer". 
Job Description follows 
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AMERICAN CANCER SOCIETY 
MASSACHUSETTS DIVISION, INC. 
JOB DESCRIPTION 
TITLE: Living with Cancer Program Leader 
PURPOSE: To organize and conduct a standardized American Cancer Society 
cancer education program for patients and family members. 
MAJOR RESPONSIBILITIES: 
1) Attend the initial training session for facilitators and any 
on-going training or evaluation sessions. 
2) Organize the program i.e. secure a rocra, speakers, audio-visual 
equipment, etc. 
3) Organize and implement a recruitment strategy to secure program 
participants. 
4) Work with American Cancer Society staff and volunteer committees 
to promote their support and involvement. 
5) Conduct two Living with Cancer programs per year. 
RESPONSIBLE TO: Unit Service and Rehabilitation Committee 
TIME COMMITMENT: Forty hours per program. 
QUALIFICATIONS: 
1) Demonstrated teaching experience. 
2) Familiarity with the psychosocial impact of cancer. 
3) Skills in program coordination and development. 
4) Demonstrated experience in working with small groups. 
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INFORMED CONSENT 
Subject's Name 
Status 
Principal Investigator Anthony Rigazio-Digj1jp 
Project Title An Evaluation of a Training Program For A 
Community Based Cancer Education Program 
I» c^e above named subject, understand the purpose of 
this project is to gather objective and subjective data 
concerning the skills, attitudes and knowledge necessary to 
conduct the Living with Cancer patient education program. I 
further understand that I will submit particular demographic 
information as contained on the ACS application form and 
that this information will be used in a confidential fashion 
by the principal investigator. 
I agree to participate in a training program designed 
to orient volunteers to the form and content of the Living 
with Cancer program. At that event I will freely submit my 
response to any instrument distributed at that time that 
pertains to the purpose of the study. 
I further reserve my right not to submit any responses 
to any questionaire or instrument which would make me 
uncomfortable by doing so. I also have been informed that 
the data is to be used as part of a dissertation project at 
the University of Massachusetts at Amherst. 
I have been informed of and understand the purpose of 
the above project and its procedures. I have also been 
informed of my right not to submit data if I so choose. 
Nevertheless, I wish to participate in this project and 
grant permission to the principal investigator to use any 
information I submit except my name or other identifying 
information. 
Subject 
I have explained to the above named subject the nature and 
purpose of the procedures described above and that he/she 
maintains full rights in submitting any data for use in the 
project. 
Principal Investigator 
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APPENDIX C 
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2 
3. 
4. 
5. 
6. 
7. 
S. 
9. 
10. 
12. 
13. 
14. 
16. 
19. 
20. 
1 T 
23. 
1 e 
FORM A 
A person oho has cancer cannot be cored but can be helped to live longer. 
Surgery is the first step in cancer treatment. 
All malignant tumors spread throughout the body if untreated. 
People who develop cancer have had poor health habits. 
Mood swings are an inevitable part of the cancer experience. 
After diagnosis, changes in eating habits are useless. 
Health professionals do a good job of addressing medical needs. 
nealth professionals do a good job of addressing psycho-social needs. 
health professionals are too busy to give the patient and family .-adequate 
ecucation about treatment. 4 
Patients can take a more active role in their own treatment. 
Current practices of pain management are sufficient. 
Most health professionals respect the feelings of the patient. 
Most health professionals help engender a real sense of hopefulness. 
Meditation is a way of reducing stress. 
Stress is a mind and body reaction which occurs only when faced with some traumatic 
life situation. 
I am confident in my ability to lead a simple relaxation technique. 
Meditation can alter many of the body's physical and emotional responses. 
The central theme of the Patient Education Program is to instill a sense of 
empowerment in each member. 
People need to change their coping styles when faced with a life threatening disease. 
There is much difference between a support group and an educational program. 
Teaching adults is much different than teaching younger students. 
The instructor is responsible for the amount of learning that each member receives 
from this program. 
Sharing problem-solving strategies is an effective teaching device. 
I am comforcable in my ability to lead small group discussions. 
I am confident in my ability to integrate patients and non-patients into a 
cohesive group. 
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V e -2- 
26. 
27. 
? o 
29 
30 
31 
32 
33 
35 
37. 
3S. 
39. 
40. 
.41. 
42. 
43. 
44. 
45. 
46. 
47. 
4S . 
49. 
The course Is aimed sc helping sobers express their needs end feelings cleerly. 
One positive outcome of the course could be thee a patient changes his/her doctor. 
ThiS program has been developed to replace the type of patient education that 
happens between medical professionals and the patient. Nation that 
ACS will provide technical support to this program. 
ihe instructor is responsible for the publicity of this program. 
I am familiar with existing community resources for cancer patients and family. 
I am knowledgeable about how to identify appropriate community resources. 
I am aware of the need to bring guest speakers into this program. 
In my area, I will encounter much difficulty in securing speakers for this program. 
I am confident in my ability to handle a member who is in crisis in our group time. 
At this time, I am not confident in my ability to handle a member who is in crisis 
outside of our group time. 
I am cognizant of community mental health resources to refer a member who is 
experiencing a crisis. 
It's important to discuss with the entire group what happened and explain your 
actions in handling a crisis in the group. 
A crisis point is a time when major behavioral/attitudinal shifts are possible. 
Cancer patients are more likely to experience a crisis. 
I need more information about the skills to recruit and screen members for the 
Patient Education Program. 
Screening is a very important part of developing a cohesive group. 
I enjoy leading a group. 
I feel that leading a group is an emotional experience. 
I am afraid of becoming too personally involved in the group. 
In leading a group, I prefer to work alone. 
I need to know more about the use of validation in a group setting. 
I want to see members change because of this educational experience. 
I possess excellent listening skills. 
It's important to hear from each member every night the group meets. 50. 
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FORM A 
Page -3- 
Jl* 1 am Very comfortable being myself in front of a group of people. 
Co-facilitation is a risk-taking experience. 
53' ^o-facilitation^ Pr3Ctical modellinS techniques that are possible because of 
Cancer patients are more emotional than other people. 
"3* Ve should expect just as much from cancer patients as from non-cancer patients 
5"’ Most healthy people would not want to marry someone who is a cancer patient. 
J7• *°st cancer patients feel they are as good as other people. 
jo. Most people feel uncomfortable when they are associated with cancer patients. 
59. Tnere are more misfits among cancer patients than among other people. 
60. Most cancer patients resent physically healthy people. 
Most cancer patients want more affection and praise than other people. 61. 
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ANSWER SHEET 
Code 
Form 
Use this answer sheet 
nients on the attached 
to indicate how much 
list. you agree or disagree with each of the state- 
Circle the appropriate number from +3 to 
-3 depending on how you feel in each case 
+3: 
+2: 
+1: 
I 
I 
I 
AGREE VERY MUCH 
AGREE PRETTY MUCH 
AGREE A LITTLE 
-1 
-2 
-3 
I 
I 
I 
DISAGREE 
DISAGREE 
DISAGREE 
A LITTLE 
PRETTY MUCH 
VERY MUCH 
P L E A S E A N S_ W _E R~ EVERY 
III M 
(1) -3 -2 
-1 +1 +2 +3 (21) 
-3 -2 
-1 +1 +2 +3 
(2) 
-3 -2 
-1 +1 +2 +3 (22) 
-3 -2 
-1 +1 +2 +3 
(3) -3 -2 
-1 +1 +2 +3 (23) 
-3 -2 
-1 +1 +2 +3 
(4) -3 -2 -1 +1 +2 +3 (24) 
-3 -2 
-1 +1 +2 +3 
(5) -3 -2 
-1 +1 +2 +3 (25) 
-3 -2 
-1 +1 +2 +3 
(6) -3 -2 
-1 +1 +2 +3 (26) 
-3 -2 
-1 +1 +2 +3 
(7) -3 -2 -1 +1 +2 +3 (27) 
-3 -2 
-1 +1 +2 +3 
(8) -3 -2 -1 +1 +2 +3 (28) 
-3 -2 
-1 +1 +2 +3 
(9) -3 -2 -1 +1 +2 +3 (29) 
-3 -2 -1 +1 +2 +3 
(10) 
-3 -2 -1 +1 +2 +3 (30) 
-3 -2 -1 +1 +2 +3 
(ID -3 -2 -1 +1 +2 +3 (31) -3 -2 -1 +1 +2 +3 
(12) -3 -2 -1 +1 +2 +3 (32) 
-3 -2 -1 +1 +2 +3 
(13) -3 -2 -1 +1 +2 +3 (33) -3 -2 -1 +1 +2 +3 
(14) -3 -2 -1 +1 +2 +3 (34) 
-3 -2 -1 +1 +2 +3 
(15) -3 -2 -1 +1 +2 +3 (35) -3 -2 -1 +1 +2 +3 
(16) -3 -2 -1 +1 +2 +3 (36) -3 -2 -1 +1 +2 +3 
(17) -3 -2 -1 +1 +2 +3 (37) -3 -2 -1 +1 +2 +3 
(18) -3 -2 -1 +1 +2 +3 (38) -3 -2 -1 +1 +2 +3 
(19) -3 -2 -1 +1 +2 +3 (39) -3 -2 -1 +1 +2 +3 
(20) -3 -2 -1 +1 +2 +3 (40) -3 -2 -1 +1 +2 +3 
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Answer Sheet 
Page -2- 
(Al) -3 -2 
-1 +1 +2 +3 
(42) -3 -2 
-1 +1 +2 +3 
(A3) 
-3 -2 
-1 +1 +2 +3 
(AA) 
-3 -2 
-1 +1 +2 +3 
(A5) -3 -2 -1 +1 +2 +3 
(A6) 
-3 -2 
-1 +1 +2 +3 
(A7) -3 -2 
-1 +1 +2 +3 
(A8) 
-3 -2 -1 +1 +2 +3 
(A9) -3 -2 -1 +1 +2 +3 
(50) 
-3 -2 -1 +1 +2 +3 
(51) -3 -2 -1 +1 +2 +3 
(52) -3 -2 -1 +1 +2 +3 
(53) -3 -2 -1 +1 +2 +3 
(5A) -3 -2 -1 +1 +2 +3 
(55) -3 -2 -1 +1 +2 +3 
(56) -3 -2 -1 +1 +2 +3 
(57) -3 -2 -1 +1 +2 +3 
(58) -3 -2 -1 +1 +2 +3 
(59) -3 -2 -1 +1 +2 +3 
(60) -3 -2 -1, +1 +2 +3 
(61) -3 -2 -1 +1 +2 +3 
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Locus of Control Scale 
try Stephen Nmuicki, Jr., 
and B. Strickland 
Here are the directions Drs. Nowicki and NO 
Strickland include with their scale: 
1 -- 1. _ 
We are trying to find out what men and 
o 0 
3. _ 3 
women think about certain things. We want 
you to answer the following questions the way 
you feel. There are no right or wrong an¬ 
swers. Don’t take too much time answering 
4. _ 4 
5. “1 
6. _ 6 
7 
8. 8 
any one question, but do try to answer them 9. 9 
all. 10. 10. 
One of your concerns during the test may 
11. 1 1 
12. 12 
be, “What should I do if I can answer both 13. 13 
yes and no to a question?” It’s not unusual 
for that to happen. If it does, think about 
whether your answer is just a little more one 
way than the other. For example, if you’d 
14. 1 4 
15. 15 
16. 16 
17. 17 
18. IS 
assign a weighting of 51 percent to “yes” and 19. 19 
assign 49 percent to “no,” mark the answer 20. 20 
“yes.” Try to pick one or the other response 21 91 
for all questions and not leave any blank. 29 99 
23 93 Mark your responses to the question on 
the answer sheet in the next column. When 
24 24. 
25 95 
you are finished, turn the page to score your 26 26. 
test. 27 27 
28. 28 
29 29. 
30. 30. 
31 .31 
32 .32. 
33 33. 
34 34. 
35 3 V 
36 36. 
37 37. 
3K .38. 
39 39. 
411 4U. 
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I. Do von Inlicse ih.ii most problems will 
vil'r themselves il \oii jtisi ilnn'i IimiI unit 
them? 
J. Do vim believe dial ymi ran snip miiiisell 
I nun catching a cold? 
3- Are.some people just liorn luckv? 
•I. Most of die nine do von feel dial getting 
Kond grades meant a peal deal to von? 
5. Are yon often blamed lot tilings dial jn.M 
aren't voiir fault? 
(i. Do you believe that if snmcbndi studies 
hard enough be or site ran pass am sub¬ 
ject? 
7. Do you feel that most id die lime it doesn't 
pav to try hard because things never turn 
out right itnviQv? 
8. Do you feel that if things start out well in 
the morning it s going to be a good dav no 
matter what vou do? 
9. Do you feel that most of die time parents 
listen to what their children have to sav? 
10. Do you believe that wishing can make good 
things happen? 
11. When you get punished does it usually 
seem it's for no good reason at all? 
12. Most of the time do you find it hard to 
change a friend's opinion? 
13. Do you think that cheering more than luck 
helps a team to win? 
14. Did you feel that it was nearly impossible to 
change your parents' minds about any¬ 
thing? 
15. Do you believe that parents should allow 
children to make most of their own deci¬ 
sions? 
16. Do you feel that when you do something 
wrong there's very little you can do to make 
it right? 
17. Do you believe that most people are just 
born good at sports? 
18. Are most of the other people your age 
stronger than vou are? 
19. Do you led that one of the best wavs to 
handle most problems is just not to think 
about them? 
20. Do vou feel that vou have a lot of choice in 
deciding who vour friends are? 
21. It vou find a four-leal clover, do vou 
believe that it might bring vou good luck? 
22. Did xou often led that whether or not w.„ 
• lid soul bomcwoik had much to do with 
what kind ol glades vou got? 
J.k Do sou led that when a person umr age is 
angn at you. there's little you tan do to 
stop him in her? 
2-1. Have vou evet had a good-link (harm? 
25. Do mu believe that whether ot not people 
hke sou depends on bow vou act? 
2<i. Did your parents iisualb help sou i! vou 
asked them to? 
27. Have you fell that when people were angry 
with you it was usually lor no reason at all? 
28. Most of the time, do vou feel that vou can 
change what might happen tomorrow b\ 
what sou do todav? 
29. Do you believe that when bad things arc 
going to happen tltev just are going to 
happen no matter what vou trv to do to 
stop them? 
30. Do you think that people can get their own 
way if they just keep trying? 
31. Most of the time do you find it useless to try 
to get your own way at home? 
32. Do you feel that when good things happen 
they happen because of" hard work? 
33. Do you fed that when somebodv vour age 
wants to be your enemv there’s little you 
can do to change matters? 
34. Do you fed that it's easy to get friends to do 
what you want them to do? 
35. Do you usunllv fed that you have little to 
say about what you get to eat at home? 
36. Do you feel that when someone doesn't like 
you there’s little you can do about it? 
37. Did you usually feel that it was almost 
useless to try in school because most other 
children were just plain smarter than you 
were? 
38. Are vou the kind of person who believes 
that planning ahead makes things turn out 
better? 
39. Most of the time, do vou fed that vou have 
little to sav about what vour family decides 
to do? 
40. Do miu think it's better to be smart than to 
be lucks ? 
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Code 
Please rate yourself in the following areas. Please use the 
1 to 5 scale with 1 being needs more knowledge, 3 moderate 
and 5 being very knowledgeable. 
1. Knowledge of cancer as a disease. 
2. Knowledge of cancer treatment. 
3. Knowledge of the psycho-social effects 
of cancer on patient. 
4. Knowledge of the psycho-social effects 
of cancer on family. 
5. Knowledge of stress management. 
6. Knowledge of relaxation techniques. 
7. Knowledge of adult education theory. 
8. Knowledge of problem solving theory. 
9. Critical listening skills. 
10. Content and process of course. 
11. Recruitment and selection process. 
12. Ability to handle emotional content of 
course. 
13. Ability to lead group discussions. 
14. Ability to arrange community resources. 
15. Ability to work cooperatively with 
ACS staff. 
16. Ability to work cooperatively with 
co-facilitator. 
17. Understanding of the aims and goals 
of course. 
18. Ability to intervene in a crisis. 
19. Ability to be sensitive to individual 
member's needs. 
20. Ability to develop a cohesive group 
atmosphere. 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
APPENDIX D 
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AfiliR 1 CAN CANCER SOCIETY 
Living with Cancer" 
Leader Training Program 
AGENDA 
I. 8:30 - 9:30 Registration 
II. 9:30 - 9:45 Introduction 
III. 9:45 - 10:45 Program Overview 
IV. 10:45 - 11:00 Break 
V. 11:00 - 11:45 Learning Triad 
VI. 11:45 - 12:15 Team Building 
L U N C H 
VII. 1:15 - 2:15 Video-tape Review 
VIII. 2:15 - 3:15 Program Session Review 
IX. 3:15 - 3:30 Break 
X. 3:30 - 4:15 Program Implementation 
Pianning 
XI . 4:15 - 4:45 Questions and Answers 
XI I. 4:45 - 5:00 Closing 
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Organizational 
Structure 
The Living with Cancer" program is an extension of the rehabilitation 
services of the American Cancer Society on the Unit level (see Organizational 
Chart, p. ). The administration of the "Living with Cancer" program is 
a direct responsibility of the Unit Service and Rehabilitation Committee. 
This committee attends to a number of programming areas. A brochure 
describing these areas has been attached. 
Co-leaders of the "Living with Cancer" program are selected and endorsed 
by the Unit Service and Rehabilitation Committee. These co-leaders attend 
a state-wide training, then work with the Unit committee to develop and 
implement the program in a hospital or community setting. The Division 
Service and Rehabilitation Department provides support through on-going 
training and evaluation. 
Appendix includes additional information on the general organizational 
design and policies of the American Cancer Society. 
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Service and Rehabilitation Committee 
Unit Board of Directors 
vj/ 
Unit Service and Rehaoi\1tation Committee 
Living with Cancer" Program Unit 
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Phases of 
Program Development 
Development of the "Living with Cancer" program 
progresses through five phases: 
I. Assessment of Need 
II. Program Planning 
III. Program Implementation 
IV. Program Evaluation 
V. Program Revision 
These phases are described in detail in this section. 
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Phase 1: 
assessment of need 
Prior to recruiting program leaders, a Unit must assess its basic need 
for developing a patient education program. This preliminary assessment 
must be further refined to answer the following questions: 
1. How receptive is the local medical mstitution(s) to 
accepting the "Living with Cancer" program? 
2. What is the attitude of key referral professionals to 
the development of a patient education program (i.e. 
Director of Social Services, oncology nurses and 
physicians, etc.) 
3. Have there been other similar groups in the past? 
If so, what happened to them? 
4. Are there cancer support groups in the area? 
5. What are the community resources for cancer patients? 
6. What are the demographics of the area's cancer patient 
population? 
7. How many people can be anticipated to express an interest 
in attending? 
Researching these questions is 
program, educating health care 
and enlisting their assistance 
an opportunity for assessing demand for 
professionals about "Living with Cancer 
in a referral and support capacity. 
the 
1.) How receptive is the local medical institution(s) to accepting the 
"Living with Cancer" program? 
The top administrator at the facility where the program is to be held should 
be contacted for a meeting date. At the meeting, the philosophy and content 
of the program is reviewed and the individual's support of the program 
assessed. Request access to talk to medical professionals at the facility 
who are in a referral capacity. The administrator should be updated 
periodically on the progress of the program. 
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2. ) What is the attitude of key referral professionals r0 
J patient education procram? the development 
The enaorsement of key meat 
referral agents is critical 
group meetings. Again, the 
reviewed. There should be 
"sales" skills must be full 
information regarding the t 
referred can be assessed. 
cal professionals as the program's 
. This is pursued either through 1 
pnilosophy and content of the prog 
a free exchange of questions. The 
y exercised! if the concept is acc 
ypes and number of patients who mig 
pi inary 
ndivicua1 
ram i s 
leader's 
epted, 
ht be 
or 
The degree of difficulty in completing this step will greatly depend on the 
size and sophistication of the medical facilities in the area. Large 
institutions might require a formal review process of the program. Smaller 
institutions might welcome an informal meeting. Whatever the situation, 
this step MUSi be completed to assure success in obtaining program 
participants. 
3. ) Have there been other similar groups in the past? If so, what 
happened to them? 
Some areas already have or have had a patient education program. The 
Social Service Department or other professional staff should be able to 
recount the history of such programs. This information offers insight into 
general attitudes toward this type of undertaking. It allows an opDortunity 
to clarify why the "Living with Cancer" program is different than those 
offered previously. If previous programs phased out, the reasons for this 
might be pertinent to the development of a new and similar program and should 
be researched. 
4. ) Are there cancer support groups in the area? 
Support groups might feel threatened by the development of a patient education 
program, as they often struggle for membership. The facilitators of these 
groups should be given a formal introduction to the program and an explana¬ 
tion that "Living with Cancer" serves a different purpose than a support 
group. The experiences of the two pilot programs revealed that a significant 
percentage of participants became involved in support groups after finishing 
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the patient education program. 
5.) What are the community resources for c ancer patients? 
It is important to know what support systems ex 
hospice services available? Is there an active 
services to individuals? What home health care 
active are they? (The leader should already be 
programs of the American Cancer Society). 
ist in the community. Are 
Council of Aging which offers 
agencies exist and how 
familiar with the assistance 
6. What are the demographics of the cancer patient population ? (i.e ^ace 
socio-economic status, nationality, etc.) 
The "Living with Cancer" program will need to be adapted to the needs of 
different patient populations. Medical professionals should be able to 
offer general demographic information so that the leader can begin to assess 
an appropriate teaching approach. 
7. How many people can be anticipated to express an interest in attending: 
In the meetings held with health care professionals, an estimate of the 
number of potential participants should be obtained. 
This assessment of need lays a foundation for further program development. 
It provides the leader with necessary background information to begin to 
adapt "Living with Cancer" to the needs of'the community. Equally important, 
it educates professionals about the nature and goals of the program, thereby 
assuring referral support. This phase of program development will require 
approximately one month of the leader's time (depending on familiarity with 
the medical community). It is the most critical step in program development. 
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Phase 2: 
program planning 
I. Set date, time and location 
II. Plan Program Publicitv 
A. Define Registration Procedure 
III. Recruit and Orient Guest Speakers 
IV. Order Materials 
I. Set date, time and location 
The " Living with 
over a period of 
to the catchment 
able to a small 
deck and monitor 
fore should be e 
Cancer" program meets 
five weeks. The loca 
area as possible . Th 
group di scussion forma 
will be necessary for 
as i ly av ailable. Ar ra 
once a week. two 
tion shou 
e meeting 
t. A 3/4 
four of 
ngement f 
Id be as 
room mus 
or 1/2 l 
the f ive 
or refres 
hours a session, 
centrally situated 
t be easily adapt- 
nch video tape 
sessions and there- 
nments may be con¬ 
sidered . 
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II. Plan Program Publicity 
Common strategies for publicizing the program are: 
1- Distribution of brochures 
2. DistriDution of posters 
3. Press releases in local papers 
4. P- ess releases in hospital and church newsletters 
5. Radio public service announcements 
6. Radio talk shows 
7• Soliciting referral assistance from health 
care professionals 
A meeting should be scheduled with the following peoole: 
Public Information Committee chairperson 
~ Service and Rehabilitation Committee chairperson 
American Cancer Society staff person 
~ Living with Cancer leaders 
to develop a publicity strategy combining these approaches. Tasks should be 
carefully outlined and a time line defined. This planning session must 
occur at least two months prior to the first session of the program. 
A suggested news release and radio Public Service Announcement follow. 
Brochures and posters can be ordered from the local American Cancer Society 
office. 
IIA. A registration procedure must be defined prior to program publicity 
as the information is used in media material. A basic registration 
structure is as follows: 
1. Appoint an intake person to respond to interested participants, 
preferably one of the leaders. This individual should be well 
acquainted with the program. Their name and phone number will be 
listed on all publicity. 
2. Send interested individuals a program brochure and the "Personal 
Assessment of Need" questionnaire (see page 16). The questionnaire 
is a vehicle to help leaders discern the needs of the group and 
adapt the program accordingly. This should be explained to the 
caller. It should be returned to the intake person prior to the 
first session. 
J. Keep a complete listing of all those who call to express interest 
in attending. Follow-up may be necessary if the "Personal Assess¬ 
ment of Neea" Questionnaire is not returned. 
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PUBLIC SERVICE ANNOUNCEMENT 
"LIVING WITH CANCER" 
30 SECONDS 
Living with cancer isn’t an easy thing to do. Your life changes im¬ 
mediately. New fears, questions and needs arise. Your relationships 
with people around you may cnange. Sometimes answers are hard to find. 
The 'Living with Cancer" educational program, sponsored oy the Massachusetts 
Division of the .American Cancer Society, can help you deal with these problems. 
To find the location and time most convenient for you, call your local 
American Cancer Society office, or phone, toll free, l-0OO-952-'7664. 
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"LIVING KITH: CANCER" 
NEWS RELEASE P"/U NEWSPAPERS 
RETYPE ON "NEWS" STATIONERY 
INCLUDE LOCAL ACS ADDRESS to INCLUDE LOCAL DATA 
CONTACT: 
PUBLICITY OR SERVICE CHAIRMAN 'S 
NAME AND PHONE NUMBER 
Living with cancer isn’t an easy thing to do.' New fears, questions and 
needs may arise which change a person's life. Even personal relationships 
can change. To help cancer patients deal with such problems, the American 
Cancer Society has developed an educational program called "Livine with Cancer". 
The approach is straightforward and informational. In a group setting, 
each person shares his or her own experiences, and together examine the 
broader issues. Every situation is different, but by sharing information and 
feelings all participants will learn something that they can apply to thern- 
seIves. 
The program -- which is open to cancer patients, their friends and family 
consists of five two-hour sessions that are held weekly for five consecutive 
weeks. Within the established structure, the course will be adapted to meet 
the needs of the group. Topics to be covered include identifying personal 
concerns, locating resources, understanding the medical part of cancer, and 
discussing cancer-re la ted issues such as mood swings and family interaction. 
The "Living with Cancer" educational program is held throughout Massachusetts. 
To find the location and time most convenient for you, call your local American 
Cancer Society office at (insert phor.e number) , or the American. Cancer Society’s 
Massachusetts headquarters at 1-900-952-7064, toll-free. 
Living with Cancer 
Persona] Assessment of Need 
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Name : Date : 
This information is being collected so that the "Living with Cancer" program 
can best meet your needs. (Family and friends need only complete questions 
6 & 7). please complete this questionnaire and return it to: 
Ptior to the first class. Thank you for your help! ! We look forward to 
seeing you at the first meeting. 
1. How have you previously obtained information about your health problem? 
2. What type of cancer have you been diagnosed with? 
3. How long ago was your illness first diagnosed? 
4. Do you consider your relationship with your physician satisfactory? 
_ yes _ no 
If no, what could be done to help the relationship improve? 
5. Have you ever been in a support group? 
yes _ no 
If yes, what type of group was it (Parents without Partners, Alcoholics 
Anonymous, prayer group, etc.)? 
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6' LlSC the questions and concerns you want answered dun 
nq this program: 
7- What is your age? 
Family member or friend only — please check your relationship to the patient 
_ husband 
_ wife 
_ son 
_ daughter 
friend 
ocher (specifv) 
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HI. Recruit and Orient Guest Speakers 
Phy slc1 an 
A physician guest speaker must be recruited to attend the second session. 
This individual delivers a half-hour overview of cancer phvsioloay and 
treatment. He or she then stays throughout the remainder cf tne session while 
participants view a video tape of the doctor/pat rent relationship and discuss 
their concerns. The pnysician may be called on to answer questions during 
the discussion period. It is very important to carefully choose and orient 
this person. They must be able to deliver a lecture in a simple and under¬ 
standable manner and be open to a cor.frontive discussion period where 
patient/physician problems are brought up. 
The purpose of this program component is to dispel many of the fears of 
people in communicating with their physicians. It is hoped that individuals 
will talk openly with the guest speaker, thereby modeling free communication 
in the actual health care setting. For these reasons, it is critical that 
the individual be non-defensive and approachable. A meeting should be 
arranged with the speaker to review the suggested lecture agenda and discuss 
the nature of the session. 
Community Resource People 
Community resource people must be recruited to attend the 
During the first several sessions, participants may bring 
who they would like to hear from. Some possibilities are 
- Representatives from the V.N.A. or home care agency 
- An individual from Medicare/Medicaid 
- A support group facilitator 
- An A.C.S. Service and Rehabilitation volunteer 
- An insurance representative 
- A social worker from the hospital Social Service Department 
No more than four individuals should be invited to the session. 
last session, 
up suggestions of 
Stress Reduction Resource Person 
Stress reduction exercises are included in the third and fourth sessions 
the leaders are not experienced with stress reduction tecnnicues, a gues 
speaker will be needed to attend to this part of tne program. 
t 
If 
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IV• Order Materials 
A resource taole of cancer-related information materials are available at 
each session. In addition, several sessions have required handout materials 
Most items may be orderea either through the American Cancer Society office 
or the National Cancer Institute. Both order forms are found in Appendix 5. 
Orders should be placed at least one month prior to the program beginning. 
Video tapes can be reserved through the local A.C.S. office. 
An additional bibliography for leaders can be found in Appendix C for 
professional development purposes. 
Program evaluation forms, the Personal Assessment of Need and acendas will 
be forwarded to leaders by the Division Service and Rehabilitation Department 
upon receipt of the Letter of Intent to conduct a program (see page 
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Letter of Intent to Conduct a Program 
LEADERS 
Name : Name : 
Address: Address: 
Phone: (W) Phone: (W) 
(H) (H) 
Location: _ 
Dates: _ 
Session: 1st 2nd 3rd 4th 5th 
Number of participants anticipated: __ 
Please forward _ copies to 
following materials: 
Check: Personal Assessment of Need 
Evaluation Forms 
Agendas for the five sessions 
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"i •'NO WITH TANCLK" 
Suggest *-c Hanoout Materials 
Session I: 
Session 11: 
Session III: 
Session IV: 
Session V: 
Taking Time - Support for People with Cancer 
and tiie people who care about them. (N .C. I . ) 
Medicine for the Layman - Cancer Treatment (N.C.I.) 
Cancer Word Book (A.C.S.i 
Have Available: 
- Dealing with Pain (A.C.S.) 
- Chemotherapy and You (N.C.I.) 
- Radiation Therapy and You (N.C.I.) 
Eating Hints - A Guide to Better Nutrition Durinq 
Treatme'nt (N.C.I.) " “ 
_ Choices - Realistic Alternatives in Cancer Treatment 
(by Marion Morra and Eve Potts, Avon Publishers, 
found in book stores - one copy) 
Support Network Survey 
No recommended materials 
Community Resource Material 
A.C.S. Service Program Fiver 
A Brief Explanation of Medicare (Contact your local 
Social Secruity Office) 
Disabled? Find Out About Social Security (Contact your 
local Social Security Office) 
If You Become Disabled (Contact your local Social Security 
Office) 
Social Security Information for Your Families (Contact 
your local Social Security Office) 
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"LIVING WITH CANCER" 
Resource Table Materials 
AMERICAN CANCER SOCIETY 
Service Program Flyer 
The American Cancer Society -- What is it?* 
Talking with the Cancer Patient - 
Listen with Your Heart 
Cancer Word Book* 
The Hospice Concept 
Dealing with Pain* 
What is Reach to Recovery 
‘Add pamphlet order to Service and Rehabilitation order form. 
NATIONAL CANCER INSTITUTE 
1. Elating Hints—A Guide to Better Nutrition During 
Treatment 
2. Chemotherapy and You—A Guide to Self-Help During 
Treatment 
3. Radiation Therapy and You—A Guide to Self-Help 
During Treatment 
4. Taking Time—Support for People With Cancer and the 
People Who Care About Them 
5. Medicine for the Layman—Cancer Treatment 
6. What You Need to Know About Cancer 
7. What You Need to Know About Cancer of the Bladder 
8. What You Need to Know About Cancer of the Bone 
9. What You Need to Know About Cancer of the Brain 
and Spinal Cord 
10. What You Need to Know About Cancer of the Breast 
11. What You Need to Know About Cancer of the Colon 
and Rectum 
12. What You Need to Know About Dysplasia. Very Early 
Cancer, and Invasive Cancer of the Cervix 
13. What You Need to Know About Cancer of the Esophagus 
14. What You Need to Know About Hodgkin's Disease 
la. What You Need to Know About Cancer of the Kidney 
16. What You Need to Know About Cancer of the Larynx 
17. What You Need to Know About Adult Leukemia 
18. What You Need to Know About Cancer of the Lung 
19. What You Need to Know About Non-Hodgkin's 
Lymphoma 
20. What You Need to Know About Melanoma 
21. What You Need to Know About Cancer of the Mouth 
22. What You Need to Know About Multiple Myeloma 
23. What You Need to Know About Cancer of the Ovary 
24. What You Need to Know About Cancer of the Pancreas 
25. What You Need to Know About Cancer of the Proslate 
26. What You Need to Know About Cancer of the Skin 
27. What You Need to Know About Cancer of the Stomach 
28. What You Need to Know About Cancer of the Testis 
29 What You Need to Know About Cancer of the Uterus 
(See Appendix B for order forms) 
Phase 3: 
program implementation 
235 
Living with Cancer 
G uidelines 
The guidelines for conducting a "Living with Cancer" program are dto- 
vided as suggestions. There is some flexibility within the program, allowing 
each leader to adapt the program to the individual needs of the group memoers 
and to personal styles of leading. 
The sessions of this program include: 
- Acknowledgement of Needs Related to "Living with Cancer" 
- Medical Information on Cancer 
- Stress Reduction and Exploration of Psychosocial Issues 
- Support Systems 
- Community Resources 
To use the guidelines: 
- Read the guidelines a few days before each session. 
- Plan how you will conduct each session, making any changes you feel 
are necessary to adapt the class to your style and the participants' 
needs. 
For each session, the guidelines provide: 
- An agenda with time suggestions 
- Goals and objectives for the session 
- Preparation checklist 
- Lecture outline (where appropriate) 
- Session Summary 
- Resource lists for additional information on the sub]ect covered 
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General Guidelines are as follows: 
Complete all steps in the planning phase 
- Doublecheck the avaliability of all materials and equipment 
Reaffirm all guest speakers several days prior to the session 
Opening Suggestions: 
Open each session with a follow-up to the last class. Allow participants 
time to ask questions which might have developed during the week. Proceed 
DV reviewing the agenda for the present session and continue as planned. 
Closing Suggestings: 
The conclusion section of each session should include a brief summary of 
the content, a verbal and written evaluation of the class, a description 
of the resources available relating to the particular topic covered 
and a preview of the topic for the next session. This allows participants 
to begin thinking about the topic in relation to their personal needs. 
♦This program can be 
bring up many issues 
reactions of people 
Please Note 
very emotionally charged, 
for participants. Leaders 
in the class, offering addi 
Audio-visual 
must be sens 
tional suppor 
presentations can 
itive to the 
t and follow-up 
where necessary. 
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Phase 4: program evaluation 
The "Living with Cancer program is a standardized format designed to be 
adapted to meet the needs of diverse groups of participants. Thorough evaluating 
1$ e£sential to provide needed feedback to leaders and give direction for change. 
Both a written and a verbal evaluation are incorporated into the closing of 
each session (forms attached). Both leaders should review comments weekly and revise 
session content as deemed necessary. 
The Division Service and Rehabilitation Department needs information regarding 
the appropriateness and functioning of programs. This education model is very 
new and will undoubtedly require revision. For this reason, leaders are required 
to send in a written summary of both the participant1 s reactions to the program 
(summation of class V evaluation) and an overview of their experiences in organ¬ 
izing and leading the "Living with Cancer" program. A standard Summary Form has 
been developed to compile this information (see attached). It should be sent to: 
Director of Service and Rehabilitation 
AMERICAN CANCER SOCIETY 
247 Commonwealth Avenue 
Boston, MA 02116 
within two weeks of the completion of the program. 
It is important that all leaders of "Living with Cancer" have an ooportunity 
to hear and learn from the experiences of others. The information sent to the 
Division Service and Rehabilitation office will be compiled on a quarterly 
basis and distributed to all trained leaders in the form of a newsletter. In 
addition, every six months a meeting of leaders will be held for on-going 
training, a sharing of insights and mutual support. It is important that leaders 
make every effort to attend. 
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Leader’s Summary Form 
PART I - (Refer to Assessment 
Proftle of Participants 
1) Average age 
Range of ages ' 
2) Marital Status: 
of Needs) 
to 
_ Single 
 Married 
3) Present were: _ family members 
 Friends 
_ Patients 
4) Of those family members and friends, how many attended with the cancer 
patient? 
5) Were any minority groups represented? If so, please note how many. 
_ Hispanic 
 Black 
_ Oriental 
Other 
6) Please list the frequency of cancer sites of the participants. 
Lung 
Breast 
Ora l 
Prostate 
Uterus 
Stomach 
PART II - Summary of Class Five Evaluation 
1) Discussion of community resources opened new 
avenues of support. 
Lymphoma 
Colon/Rectum 
Other 
SA A NS D SD 
2) The program covered the information most 
important to me. SA A NS D SD 
3) The leaders were effective in teaching 
this program. 
4) Disregarding the information obtained, 
being with the other people in this class 
was helpful to me. 
SA A NS D SD 
SA A NS D SD 
5) I came to know about resource materials 
(pamphlets, books, Cancer Information Service) 
that I knew little aoout before this course. 
b) I would encourage other persons with cancer 
to attend this program. SA A NS D SD 
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'* 1 thar the amount ui nMi.jrj.il in each 
c lass was: 
_ Too little 
 Just right 
_ Too much 
9) The length of the entire program was: 
_ Too short 
 Just right 
_ Too long 
9) Topics I would like to discuss further are: 
10) The parts of the program most helpful to me were: 
11) The parts of the program least helpful to me were: 
12) Here are my suggestions for improving this program: 
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PART 111 
Make any comments relating to your experiences 
teaching of the "Living with Cancer" program, 
problems encountered, program changes made and 
in both the organization and 
Please note specifically any 
successes. 
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AMERICAN CANCER SOCIETY 
MASSACHUSETTS DIVISION, INC. 
LIVING WITH CANCER 
CLASS EVALUATION 
Class I - Personal Assessment of Needs 
Directions: Your evaluation of 
to change and improve the class 
feel best represents the extent 
statement made. (SA = strongly 
and SD = strongly disagree). 
today's meeting will be used by the presenter 
Please circle the response which you 
of your personal agreement with the 
agree; A = agree; NS = not sure; D = disagree 
1. The information given in today's class was helpful. SA % NS D SD 
2. The Leader (s) was effective in today's class SA A NS D SD 
3. The questionnaire used prior to, or at the start of 
class helped me to identify my needs, questions and 
concerns. SA A NS D SD 
4 . The video-taped patient interview was helpful to me. SA A NS D SD 
5. The shared discussion of feelings and concerns was 
helpful to me. SA A NS D SD 
6. I felt comfortable (at ease) during the class. SA A NS D SD 
7. I felt involved in what was happening in class. SA A NS D SD 
8. I feel that I have come to know at least one person 
in addition to those who came with me. SA A NS D SD 
9. For me, today was a good day. SA A NS D SD 
10. Through today's class, I learned that . 
Feel free to comment further on either today's class or the questions 
raised above: 
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AMERICAN CANCER SOCIETY 
MASSACHUSETTS DIVISION, INC. 
LIVING WITH CANCER 
CLASS EVALUATION 
Class II - Cancer Information / Talking with Physician 
Di rections: 
to change and 
best represen 
made. (SA = 
SD = strongly 
Your evaluation of today's meeting will be used by the presenter 
improve the class. Please circle the response which you feel 
ts the extent of your personal agreement with the statement 
strongly agree; A = agree; NS = not sure; D = disagree; and 
disagree) 
1. The information received in today's class was helpful. SA A NS D SD 
2. The guest speaker for today's class was effective. SA A NS D SD 
3. I felt that there was enough opportunity to ask 
questions. SA A NS D SD 
4 . The leader(s) was effective in today's class. SA A NS D SD 
5. The video-taped patient interview was helpful to me. SA A NS D SD 
6. The shared discussion of feelings and concerns was 
helpful to me. SA A NS D SD 
7. I felt comfortable and at ease during the class. SA A NS D SD 
8. I felt involved in what was happening in class. SA A NS D SD 
9. I feel that I have come to know at least more than 
one new person. SA A NS D SD 
10. For me, today was a good day. SA A NS D SD 
11. Through today's class, I learned that . 
Feel free to comment further on either today’s class or the questions 
raised above: 
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AMERICAN' CANCER SOCIETY 
MASSACHUSETTS DIVISION, INC. 
LIVING WITH CANCER 
CLASS EVALUATION 
Class III - Psychosocial Issues / Stress Reduction 
Directions: Your evaluation of today's meeting will be used by the 
presenter to change and improve the class. Please circle the response 
which you feel best represents the extent of your personal agreement with 
the statement made. (SA = strongly agree; A = agree; NS = not sure; 
D = disagree, and SD = strongly disagree) 
1. The information received in today's class was 
helpful. SA A NS D SD 
2. The leader(s) was effective in today's class. SA A NS D SD 
3. The stress-reduction meditation was a helpful 
exercise. SA A NS D SD 
4. The "Trigger-tapes" served to help me focus on 
similar issues in my own life. SA A NS D SD 
5. The shared discussion of feelings and concerns was 
helpful to me. SA A NS D SD 
6. I felt comfortable and at ease during the class. SA A NS D SD 
7. I felt involved in what was happening in class. SA A NS D SD 
8. I feel that I have come to know at least more 
than one new person. SA A NS D SD 
9. For me, today was a good day. SA A NS D SD 
10. Through today's class, I learned that . 
Feel free to comment further on either today's class or the questions 
raised above: 
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AMERICAN CANCER SOCIETY 
MASSACHUSETTS DIVISION, INC. 
LIVING WITH CANCER 
CLASS EVALUATION 
Class IV - Support Systems 
Directons: Your evaluation of today's meeting will be used by the presenter 
o change and improve the class. Please circle the response which you feel 
best represents the extent of your personal agreement with the statement 
made. (SA = strongly agree; A = agree; NS = not sure; D = disagree; 
and SD = strongly disagree) 
1. The information on support systems given in today's 
class was helpful. SA A NS D SD 
2. The leader(s) was effective in today's class. SA A NS D SD 
3. The Support Systems exercise served to help 
me focus on my own need for support. SA A NS D SD 
4. The video-taped patient discussion of support 
systems was helpful to me. SA A NS D SD 
5. Our small-group discussions about support networks 
introduced avenues of support that I had not 
previously considered. SA A NS D SD 
6. I felt comfortable and at ease during the class. SA * NS D SD 
7. I felt involved in what was happening in class. SA A NS D SD 
8. I feel that I have come to know at least more than 
one new person. SA A NS D SD 
9. For me, today was a good day. SA A NS D SD 
10. Through today's class, I learned that 
Feel free to comment further on either today's class or the Questions 
raised above: 
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AMERICAN CANCER SOCIETY 
MASSACHUSETTS DIVISION, INC. 
LIVING WITH CANCER 
CLASS EVALUATION 
Class V - Community Resources and End of Program 
Directions: Your evaluation will be used by the presenter to change and 
improve this educational program. Please circle the response which you 
feel best represents the extent of your personal agreement with the 
statement made. (SA = strongly agree; A = agree; NS = not sure; D = disagree 
and SD - strongly disagree). Comment freelv when answering the open-ended 
questions. 
1. Discussion of community resources opened new avenues 
of support. SA A NS D SD 
2. The program covered the information most important to 
me. SA A NS D SD 
3. The leaders were effective in teaching this program. SA A NS D SD 
4. Disregarding the information obtained, being with 
the other people in this class was helpful to me. SA A NS D SD 
5. I came to know about resource materials (pamphlets, 
books, Cancer Information Service) that I knew 
little about before this course. SA A NS D SD 
6. I would encourage other persons with cancer to 
attend this program. SA A NS D SD 
7. I felt that the amount of material in each class was; (too little, 
just right, too much). 
8. The length of the entire program (5 classes) was; (too short, 
just right, too long). 
9. Topics I would like to discuss further are: 
10. The parts of the program most helpful to me were: 
ll. The parts of the program least helpful to me were: 
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Here are my suggestions for improving this program. 12. 
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Phase 5. program revision 
'm an -annual l-.d-.--,, all proqram summary reports will be reviewed. Advice 
'•'ill he solu-n^u t com leaders as to suggested additions, deletions and 
revisions. The manual will then be adapted to oetter meet the needs of both 
leaders and participants. 
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Summary 
The Living with Cancer" education program has proven to be an effective 
means to meet some of the informational and support needs of individuals 
facing cancer. Leaders assume a great deal of responsibility in the organization 
and implementation of such a program. Both the needs assessment and planning 
phases involve frequent meetings with individuals and groups and great attention 
to planning detail. The coordination of publicity efforts requires recruiting 
and orienting people familiar with the media field who can assist in getting 
word out to the community. Conducting the weekly sessions demands skill and 
energy. Teaching can be as exhi1lerating as it is emotionally draining. 
The American Cancer Society fully recognizes the degree of committment 
required to run a Living with Cancer" program and extends deep aoDreciation 
to those who are willing to bring this educational effort to the community. 
It is hoped that through experience, the American Cancer Society will be able to 
meet the needs of both patients, their family members and friends, and the 
program leaders who offer information and hooe to these individuals. 
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AMLIKJ CAN CANCER SOCIETY 
MASSACHUSETTS DIVISION, INC. 
ORGAN I /.AT I ON 
WHAT IS THE A.C.S.? 
It is the largest voluntary health organization. 
~ It consists of 2.3 million volunteers. 
WHAT IS OUR PURPOSE? 
- The conquest of cancer through a program of research, education 
and service. 
HOW ARE WE ORGANIZED? 
- National - 58 chartered Divisions, 2914 chartered Units. 
- All echelons have volunteer boards and volunteer committees. 
- All echelons have certain committees in common, i.e.: Public 
Education, Professional Education, Service, Crusade, Planned 
Giving and Legacy and Public Information. 
HOW ARE WE ORGANIZED IN MASSACHUSETTS? 
- There are 12 administrative areas. 
- The average population of the units is 466,624.5 people. 
- Each unit has two professional staff, an Area Director and an 
Assistant Area Director 
- Within most administrative areas there are presently 4 Units. 
- Each Unit has the responsibility for the delivery of the Society's 
Cancer Control program to those communities defined in the Unit's 
By-Laws. 
- Each Unit within an area shares its primary resource people (2) 
with the other Units in the same area. 
- Through the Unit's primary staff, the full resources of the Divi¬ 
sion, including staff and volunteers at the Division level, are 
available. 
HOW IS A UNIT ORGANIZED AND WHAT DOES IT DO? 
See "Rationale of Major Policies of the American Cancer Society" 
and the organizationa1 relationship chart. 
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KA 1 I UNA Lb' OK MA.R'I-i POLICIES Ol' THE AMERICAN CANCER SOCILT’ 
A. WHY CENTRAL AO Ol'NT I NO 
-Avoid costly duplication (printing, materials for programs, films). 
All of these are provided by Division upon proper request. 
-Enables Division to assure that contributor funds are being prudently 
utilized in accordance with the Society's stated purposes. 
-Assures a higher level of "volunteerism" (experience shown that much 
more is donated - "items", "space", "services" - when there is not 
a convenient checkbook, thereby allowing contributor dollars to do 
more research, education and service). 
-Policy assures that Division complies with standard accounting proce¬ 
dures as required by state regulatory bodies. 
B. NO PAID ADVERTISING 
-This is a National prohibition which we must follow and which saves 
large amounts of money and encourages donation of time and space in 
the various media. 
C. NON-INVOLVEMENT WITH PAID PROFESSIONAL FUND RAISERS AND PROMOTERS 
OF SPECIAL EVENTS 
-Assures that contributor dollars do not have a "percentage" skimmed 
off the top. 
D. CERTIFICATION PROCEDURES FOR UNITS 
-National requries that all of its 3000+ Units conform to certain basic 
requirements as a condition of Division charter - i.e., Fund Raising, 
Public Education, Service, Professional Education, Public Information 
and Planned Giving and Legacy. As components of a national organiza¬ 
tion it is natural that there be such requirements and it is important 
to stress that these requirements are developed by volunteers, most 
of whom have come up through the ranks. 
K. WHY ARE OUR PRIORITIES, RESEARCH, EDUCATION AND SERVICE, SO ORDERED? 
-Most dollars go into research because it is here that the cure will 
bo found, leading to the maximum savings in human life via the elimin- 
ut ion of cancer. 
-The next largest amount goes to education, because it provides an im¬ 
mediate opportunity to save lives (survival statistics show that the 
survival rate has improved from one in five to one in four to one 
in three with a present potential of one in two with a further 
scientific breakthrough) . The difference between one in three and 
one in two can be accomplished throuqh Public and Professional Educa¬ 
tion programming. 
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' v 11 •(< is ill-- n.-vt I'l unity - not boc.iusi- it is 1 mpui t jut , lint 
in t ho I i 'ilit ot our primary objectives - i.c., saving present anti 
future lives, tie other programs receive a larger slice of the pic. 
why wi-: awe not in tiii: united way* 
-We would lose the educational aspects of our fund-raising activity. 
-Long-range National programs of research and education cannot be 
funded subject to varying and unpredictable yearly allocations. 
-We believe that raising our own funds is the best means of assuring 
the public support of our entire program (research, education and 
service) and is the best way to develop a strong organization wholly 
devoted to cancer control. 
*e few race exceptions ex 
to ACS, but it does not 
special gifts campaigns, 
Division entered into an 
ist in industry where designations can be made 
restrict our right to conduct residential, 
etc. Also, beginning in 1981 the Massachusetts 
agreement with the United Way of Massachusetts 
Bay . 
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FUNCTION ANO ORGANIZATION OF AMERICAN CANCER SOCIETY UNITS 
Generally, Unit Boards range in size from 25 to 50 members and include 
dedicated volunteers from the medical, paramedical and lay communities. 
Through its Board of Directors, a Unit becomes responsible for implementing 
the programs of the American Cancer Society within the geographic area 
specified in its by-laws. These programs are concerned with Campaign, 
Planned Giving and Legacy, Public Education, Public Information and Service 
and are carried out by committees bearing these names. It is anticipated 
that Board members will serve on at least one of the above committees. 
At the discretion of the committee chairman, non-board members may also 
serve. 
The Massachusetts Division has a small, highly professional staff of 
resource persons, who are available to all Unit committees through the Area 
Director and Assistant Area Director, who serve as primary staff resource 
persons to the Unit. 
A brief description of the purpose and function of the standing committees 
follows: 
CAMPAIGN COMMITTEE 
Members of this committee bear the responsibility of enlisting key volunteer 
leadership for the April Cancer Crusade, as well as stimulating additional 
year-round fund raising activities. 
This committee should seek able, energetic community leaders for Community 
Cancer Crusade chairmen. In turn, these individuals assemble a team of 
subchairmen, each responsible for a specific phase of the Campaign, i.e.. 
Special Events, Clubs and Publicity. 
The Massachusetts Division provides a Crusade Handbook, which outlines in 
great detail the step-by-step procedures essential to a successful fund¬ 
raising campaign. 
The local Area Director of the American Cancer Society is constantly available 
to city and town Crusade Chairmen, as well as to the Unit Campaign Committee. 
PLANNED GIVING AND LEGACY 
Members of this ccmmittee are responsible for 
a program designed to encourage, attract and 
Legacies for the American Cancer Society. 
enrolling estate planners 
solicit Planned Gifts and 
in 
PROFESSIONAL EDUCATION 
The function of the committee 
cation of physicians, dentists 
detection, diagnosis, treatmen 
cf this committee is to form a 
is to conduct programs for the continuing edu 
nurses, etc., in areas concerned with the 
t and prevention of cancer. Another function 
Speaker's Bureau of qualified puysicians. 
254 
I’um.rr i'.diication 
Until a cure for cancer is found, the most effective means of saving lives 
is through education. Largely through the educational programs of the Amen 
can Cancer Society, there has been steady improvement in cancer mortality 
rates. In the 1930’s fewer than one in five were saved; in the 1940’s the 
ratio was one in four; today one in three is being saved and with a better 
informed public, the ratio could be further reduced to one in two - TODAY! 
Education programs vary from distribution of leaflets to detection programs. 
We know that industry, schools, civic and social organizations, media, medical 
organizations and facilities are usually eager and willing to cooperate with 
the Career Society's educational programs. Public Education Committee pro¬ 
jects involve all the foregoing groups at one time or another as they 
endeavor to reduce the mortality statistics from one in three to one in two. 
PUELIC INFORMATION 
This committee originates publicity for all Unit activities. It also promotes 
the use in the local media of material from Division and National sources. 
SERVICE AND REHABILITATION 
This committee renders financial assistance and advice to needy cancer patients. 
Although the use of Division Service grants are limited to such items as home 
nursing care, specialized appliances, rehabilitation, etc., committee members 
play a vital role in arranging for transportation and advising cancer patients 
of other types of assistance available to them. 
EXECUTIVE COMMITTEE 
Chairmen of the above standing committees as well as the Unit officers generally 
comprise the Executive Committee. 
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Answer Key 
Pre-Test, Post-Test Instrument 
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Valence_Variable Measured 
- Knowledge of Cancer Experience 
- Knowledge of Cancer Experience 
+ Knowledge of Cancer Experience 
- Knowledge of Cancer Experience 
+ Knowledge of Cancer Experience 
- Knowledge of Cancer Experience 
+ Attitudes Toward Health Profession 
- Attitudes Toward Health Profession 
+ Attitudes Toward Health Profession 
+ Attitudes Toward Health Profession 
- Attitudes Toward Health Profession 
- Attitudes Toward Health Profession 
+ Attitudes Toward Health Profession 
+ Knowledge of Stress Reduction 
- Knowledge of Stress Reduction 
+ Knowledge of Stress Reduction 
+ Knowledge of Stress Reduction 
+ Program Goals 
- Attitudes Toward Cancer Patients 
+ Program Goals 
+ Program GOals 
- Program Goals 
+ Program Goals 
+ Program Goals 
+ Program Goals 
+ Program Goals 
+ Program Goals 
- Program Goals 
+ Organizational Expectations 
+ Organizational Expectations 
+ Organizational Expectations 
+ Organizational Expectations 
+ Organizational Expectations 
— Program Preparation & Implement¬ 
ation 
+ Program Preparation & Implement¬ 
ation 
- Program Preparation & Implement¬ 
ation 
+ Program Preparation & Implement¬ 
ation 
+ Program Preparation & Implement¬ 
ation 
+ Program Preparation & Implement¬ 
ation 
Program Preparation & Implement¬ 
ation 
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Program Preparation & Implement¬ 
ation 
- Group Leadership Skills 
+ Group Leadership Skills 
+ Group Leadership Skills 
Group Leadership Skills 
- Group Leadership Skills 
Group Leadership Skills 
- Group Leadership Skills 
+ Group Leadership Skills 
Group Leadership Skills 
+ Group Leadership Skills 
+ Group Leadership Skills 
+ Group Leadership Skills 
- Attitudes Toward Cancer Patients 
+ Attitudes Toward Cancer Patients 
- Attitudes Toward Cancer Patients 
+ Attitudes Toward Cancer Patients 
- Attitudes Toward Cancer Patients 
- Attitudes Toward Cancer Patients 
- Attitudes Toward Cancer Patients 
Attitudes Toward Cancer Patients 
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Answer Key 
Grouped Self-Evaluation Form 
Variable Measured 
Knowledge of Psycho-Social Effects of Cancer 
Knowledge of Psycho-Social Effects of Cancer 
Knowledge of Psycho-Social Effects of Cancer 
Knowledge of Psycho-Social Effects of Cancer 
Stress Reduction Techniques 
Stress Reduction Techniques 
Program Goals 
Program Goals 
Program Goals 
Program Goals 
Program Preparation and Implementation 
Program Preparation and Implementation 
Program Preparation and Implementation 
Organizational Expectation 
Organizational Expectation 
Organizational Expectation 
Organizational Expectation 
Group Leadership Skills 
Group Leadership Skills 
Group Leadership Skills 

